Medicare PLUS Blue PPO*

Blue Cross
i Blue Shield
VAV of Michigan
®

®

Blue Cross Blue Shield of Michigan is a nonprofit
corporation and independent licensee of the
Blue Cross and Blue Shield Association.

Medicare Plus Blue PPO™

—

Evidence of Coverage

January 1 — December 31, 2012

Your Medicare Health Benefits and Services and
Prescription Drug Coverage
as a Member of Medicare Plus Blue PPO
Vitality, Signature or Assure

This booklet gives you the details about your Medicare health and prescription drug coverage from
January 1 — December 31, 2012. It explains how to get the health care and prescription drugs you need.
This is an important legal document. Please keep it in a safe place.

Medicare Plus Blue Member Services:
For help or information, please call Member Services or go to our plan website at
www.bcbsm.com/medicare.

1-877-241-2583, from 8 a.m. to 8 p.m. seven days a week (Calls to these numbers are free.)
TTY users, call: 1-800-579-0235

This plan, Medicare Plus Blue, is offered by Blue Cross Blue Shield of Michigan.
(When this Evidence of Coverage says “we, “us,” or “our,” it means Blue Cross Blue Shield of Michigan.
When it says “plan” or “our plan,” it means Medicare Plus Blue.)

A health plan with a Medicare contract.

This information is available in a different format, including large print, Braille, audio tape and CD. Please
call Member Services at the number listed above if you need plan information in another format.

Benefits, formulary, pharmacy network, premium and/or copayments/coinsurance
may change on January 1, 2013.

H9572_C_12ANOCEOQOCA File & Use 09112011
H9572_C_12ANOCEQOCS File & Use 09112011
CB 11850 SEP 11 H9572_C_12ANOCEQCV File & Use 09112011






2012 Evidence of Coverage for Medicare Plus Blue PPO
Table of Contents i

Table of Contents

This list of chapters and page numbers is just your starting point. For more help in finding information you
need, go to the first page of a chapter. You will find a detailed list of topics at the beginning of each

chapter.

Chapter 1.

Chapter 2.

Chapter 3.

Chapter 4.

Chapter 5.

Chapter 6.

Chapter 7.

Getting started as a member ... ——— 1

Tells what it means to be in a Medicare health plan and how to use this booklet. Tells
about materials we will send you, your plan premium, your plan membership card, and
keeping your membership record up to date.

Important phone numbers and resources .........ccccooieeciiiicc e ereee e, 13

Tells you how to get in touch with our plan (Medicare Plus Blue) and with other
organizations including Medicare, the State Health Insurance Assistance Program (SHIP),
the Quality Improvement Organization, Social Security, Medicaid (the state health
insurance program for people with low incomes), programs that help people pay for their
prescription drugs, and the Railroad Retirement Board.

Using the plan’s coverage for your medical services.........ccccccerremnnnnnee. 24

Explains important things you need to know about getting your medical care as a member
of our plan. Topics include using the providers in the plan’s network and how to get care
when you have an emergency.

Medical Benefits Chart (what is covered and what you pay) ................ 33

Gives the details about which types of medical care are covered and not covered for you
as a member of our plan. Tells how much you will pay as your share of the cost for your
covered medical care.

Using the plan’s coverage for your Part D prescription drugs ............. 80

Explains rules you need to follow when you get your Part D drugs. Tells how to use the
plan’s List of Covered Drugs (Formulary) to find out which drugs are covered. Tells which
kinds of drugs are not covered. Explains several kinds of restrictions that apply to
coverage for certain drugs. Explains where to get your prescriptions filled. Tells about the
plan’s programs for drug safety and managing medications.

What you pay for your Part D prescription drugs .........ccceuceeiiiiiiiininnnes 97

Tells about the four stages of drug coverage (Deductible Stage, Initial Coverage Stage,
Coverage Gap Stage, Catastrophic Coverage Stage) and how these stages affect what
you pay for your drugs. Explains the five cost-sharing tiers for your Part D drugs and tells
what you must pay for a drug in each cost-sharing tier. Tells about the late enrollment
penalty.

Asking us to pay our share of a bill you have received for covered
medical Services or drugs ........cccuiimmmeiiiiimree s 114

Tells when and how to send a bill to us when you want to ask us to pay you back for our
share of the cost for your covered services or drugs.



2012 Evidence of Coverage for Medicare Plus Blue PPO
Table of Contents ii

Chapter 8.

Chapter 9.

Chapter 10.

Chapter 11.

Chapter 12.

Your rights and responsibilities ......cccccccoiimmciii 119

Explains the rights and responsibilities you have as a member of our plan. Tells what you
can do if you think your rights are not being respected.

What to do if you have a problem or complaint

(coverage decisions, appeals, complaints) ......ccccccoiimiimcciiiiieccceeneees 130
Tells you step-by-step what to do if you are having problems or concerns as a member of
our plan.

e Explains how to ask for coverage decisions and make appeals if you are having
trouble getting the medical care or prescription drugs you think are covered by our
plan. This includes asking us to make exceptions to the rules or extra restrictions on
your coverage for prescription drugs, and asking us to keep covering hospital care
and certain types of medical services if you think your coverage is ending too soon.

o Explains how to make complaints about quality of care, waiting times, customer
service, and other concerns.

Ending your membership inthe plan ... 174

Tells when and how you can end your membership in the plan. Explains situations in
which our plan is required to end your membership.

[0 o T LI o 1 o= 181
Includes notices about governing law and about nondiscrimination.

Definitions of important words ... 183
Explains key terms used in this booklet.



2012 Evidence of Coverage for Medicare Plus Blue PPO
Chapter 1: Getting Started as a Member 1

Chapter 1.

SECTION 1
Section 1.1

Section 1.2
Section 1.3
Section 1.4
Section 1.5
SECTION 2
Section 2.1
Section 2.2
Section 2.3
SECTION 3
Section 3.1
Section 3.2
Section 3.3
Section 3.4
Section 3.5

SECTION 4
Section 4.1

Section 4.2
Section 4.3

SECTION 5
Section 5.1

SECTION 6
Section 6.1

SECTION 7
Section 7.1

Getting started as a member

INEFOAUCTION ... s 2
You are enrolled in Medicare Plus Blue, which is a Medicare PPO ..............cccccccoee. 2
What is the Evidence of Coverage booklet about?.............ccoooiiiiiiiiiiiiiiiee 2
What does this Chapter tell YOU? ..........ooviiiiiiiiieeeeeeeeeeee e 2
What if you are new to Medicare Plus Blue? ..............ooeiiiiiiiiiii e 2
Legal information about the Evidence of Coverage............cccccccviiiiiiiiiiiiiiiieieeeeeee, 2

What makes you eligible to be a plan member?..........iisr s, 3
Your eligibility reqQUIrEMENTS..........uiiiiiiiiiiiiiiiiiie e aeaeeaanees 3
What are Medicare Part A and Medicare Part B?...........oooiiieeeee 3
Here is the plan service area for Medicare Plus Blue............ccccoooeiiiiiiiiiiiiiiieee. 3

What other materials will you get from us? ... 4

Your plan membership card — Use it to get all covered care and prescription drugs ..4

The Provider Directory: Your guide to all providers in the plan’s network ................... 5
The Pharmacy Directory: Your guide to pharmacies in our network .............ccccccce..... 5
The plan’s List of Covered Drugs (FOrmulary) ...............cccooeeeiiiiiiiiiiiieieae e 6
The Explanation of Benefits (the “EOB”): Reports with a summary of payments made
for your Part D prescription drugs .........ooo i 6
Your monthly premium for Medicare Plus Blue.............coovmiiiiiiiiiiiissssssssessssssss e ssnnennns 6
How much is your plan premium?..... ... a e e e e e e 6
There are several ways you can pay your plan premium ...............ceeeeeveviieieieeeeeeeennnnn. 8
Can we change your monthly plan premium during the year? ..............ccccoiei. 10
Please keep your plan membership record up to date..........ccccceeriiiiiiiiiiiiciiiniinininnnn, 10
How to help make sure that we have accurate information about you...................... 10
We protect the privacy of your personal health information ............cccceviiiiiiiiiininnnees 11
We make sure that your health information is protected ...............ccccccoiiiiiiiiiiiie. 11
How other insurance works with our plan ... 1

Which plan pays first when you have other insurance?..............ccooiiiiiie 11



2012 Evidence of Coverage for Medicare Plus Blue PPO
Chapter 1: Getting Started as a Member 2

SECTION 1 Introduction

Section 1.1 You are enrolled in Medicare Plus Blue, which is a
Medicare PPO

You are covered by Medicare, and you have chosen to get your Medicare health care and your
prescription drug coverage through our plan, Medicare Plus Blue.

There are different types of Medicare health plans. Medicare Plus Blue is a Medicare Advantage PPO
Plan (PPO stands for Preferred Provider Organization). Like all Medicare health plans, this Medicare PPO
is approved by Medicare and run by a private company.

Section 1.2 What is the Evidence of Coverage booklet about?

This Evidence of Coverage booklet tells you how to get your Medicare medical care and prescription
drugs covered through our plan. This booklet explains your rights and responsibilities, what is covered,
and what you pay as a member of the plan.

This plan, Medicare Plus Blue, is offered by Blue Cross Blue Shield of Michigan. (When this Evidence of
Coverage says “we,” “us,” or “our,” it means Blue Cross Blue Shield of Michigan. When it says “plan” or
“our plan,” it means Medicare Plus Blue.)

The word “coverage” and “covered services” refers to the medical care and services and the prescription
drugs available to you as a member of Medicare Plus Blue.

Section 1.3 What does this Chapter tell you?
Look through Chapter 1 of this Evidence of Coverage to learn:

¢ What makes you eligible to be a plan member?

e What is your plan’s service area?

¢ What materials will you get from us?

¢ What is your plan premium and how can you pay it?

¢ How do you keep the information in your membership record up to date?

Section 1.4 What if you are new to Medicare Plus Blue?

If you are a new member, then it's important for you to learn how the plan operates — what the rules are
and what services are available to you. We encourage you to set aside some time to look through this
Evidence of Coverage booklet.

If you are confused or concerned or just have a question, please contact our plan’s Member Services
(contact information is on the back cover of this booklet).

Section 1.5 Legal information about the Evidence of Coverage

It’s part of our contract with you

This Evidence of Coverage is part of our contract with you about how Medicare Plus Blue covers your
care. Other parts of this contract include your enroliment form, the List of Covered Drugs (Formulary), and
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any notices you receive from us about changes to your coverage or conditions that affect your coverage.
These notices are sometimes called “riders” or “amendments.”

The contract is in effect for months in which you are enrolled in Medicare Plus Blue between January 1,
2012 and December 31, 2012.

Medicare must approve our plan each year

Medicare (the Centers for Medicare & Medicaid Services) must approve Medicare Plus Blue each year.
You can continue to get Medicare coverage as a member of our plan only as long as we choose to
continue to offer the plan for the year in question and the Centers for Medicare & Medicaid Services
renews its approval of the plan.

SECTION 2 What makes you eligible to be a plan
member?

Section 2.1 Your eligibility requirements

You are eligible for membership in our plan as long as:
¢ You live in our geographic service area (section 2.3 below describes our service area)
e -- and -- you are entitled to Medicare Part A
e -- and -- you are enrolled in Medicare Part B

e -- and -- you do not have End-Stage Renal Disease (ESRD), with limited exceptions, such as if
you develop ESRD when you are already a member of a plan that we offer, or you were a
member of a different plan that was terminated.

Section 2.2 What are Medicare Part A and Medicare Part B?

When you originally signed up for Medicare, you received information about how to get Medicare Part A
and Medicare Part B. Remember:

o Medicare Part A generally covers services furnished by institutional providers such as hospitals,
skilled nursing facilities, or home health agencies.

¢ Medicare Part B is for most other medical services (such as physician’s services and other
outpatient services) and certain items (such as durable medical equipment and supplies).

Section 2.3 Here is the plan service area for Medicare Plus Blue

Although Medicare is a Federal program, Medicare Plus Blue is available only to individuals who live in
our plan service area. To remain a member of our plan, you must keep living in this service area. The
service area is described below.
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Our service area includes all counties within the state of Michigan:

Region 1:

Southwest Michigan

Allegan, Kent, Muskegon, Newaygo and Ottawa counties

Region 2:

Mid-Michigan

Barry, Berrien, Cass, Clinton, Eaton, Ingham, lonia, Kalamazoo
and Van Buren counties

Region 3:

Upper Michigan

Alcona, Alger, Alpena, Antrim, Baraga, Benzie, Charlevoix,
Cheboygan, Chippewa, Crawford, Delta, Dickinson, Emmet,
Gogebic, Grand Traverse, Houghton, Iron, Kalkaska,
Keweenaw, Leelanau, Luce, Mackinac, Marquette,
Menominee, Montmorency, Ontonagon, Oscoda, Otsego,
Presque Isle and Schoolcraft counties

Region 4:

South Michigan

Branch, Calhoun, Hillsdale, Jackson, Lenawee, Livingston,
Monroe, St. Joseph and Washtenaw counties

Region 5:

North/East Michigan

Arenac, Bay, Clare, Genesee, Gladwin, Gratiot, Huron, losco,
Isabella, Lake, Lapeer, Manistee, Mason, Mecosta, Midland,
Missaukee, Montcalm, Oceana, Ogemaw, Osceola,
Roscommon, Saginaw, Sanilac, Shiawassee, St. Clair, Tuscola
and Wexford counties

Region 6:

Southeast Michigan

Macomb, Oakland and Wayne counties

If you plan to move out of the service area, please contact Member Services. When you move, you will
have a Special Enrollment Period that will allow you to switch to Original Medicare or enroll in a Medicare
health or drug plan that is available in your new location.

SECTION 3 What other materials will you get from us?

Section 3.1

Your plan membership card — Use it to get all covered care

and prescription drugs

While you are a member of our plan, you must use your membership card for our plan whenever you get
any services covered by this plan and for prescription drugs you get at network pharmacies. Here’s a
sample membership card to show you what yours will ook like:
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As long as you are a member of our plan you must not use your red, white, and blue Medicare card to
get covered medical services (with the exception of routine clinical research studies and hospice
services). Keep your red, white, and blue Medicare card in a safe place in case you need it later.

Here’s why this is so important: If you get covered services using your red, white, and blue Medicare
card instead of using your Medicare Plus Blue membership card while you are a plan member, you may
have to pay the full cost yourself.

If your plan membership card is damaged, lost, or stolen, call Member Services right away and we will
send you a new card.

Section 3.2 The Provider/Pharmacy Directory: Your guide to all
providers in the plan’s network

Every year that you are a member of our plan, we will send you either a new Provider/Pharmacy Directory
or an update to your Provider/Pharmacy Directory. This directory lists our network providers.

What are “network providers”?

Network providers are the doctors and other health care professionals, medical groups, hospitals, and
other health care facilities that have an agreement with us to accept our payment and any plan cost-
sharing as payment in full. We have arranged for these providers to deliver covered services to members
in our plan.

Why do you need to know which providers are part of our network?

As a member of our plan, you can choose to receive care from out-of-network providers. Our plan will
cover services from either in-network or out-of-network providers, as long as the services are covered
benefits and medically necessary. However, if you use an out-of-network provider, your share of the costs
for your covered services may be higher. See Chapter 3 (Using the plan’s coverage for your medical
services) for more specific information.

If you don’t have your copy of the Provider/Pharmacy Directory, you can request a copy from Member
Services. You may ask Member Services for more information about our network providers, including their
qualifications. You can also see the Provider/Pharmacy Directory at www.bcbsm.com/medicare, or
download it from this website. Both Member Services and the website can give you the most up-to-date
information about changes in our network providers.

Section 3.3 The Provider/Pharmacy Directory: Your guide to
pharmacies in our network

What are “network pharmacies”?

Our Provider/Pharmacy Directory gives you a complete list of our network pharmacies — that means all of
the pharmacies that have agreed to fill covered prescriptions for our plan members.

Why do you need to know about network pharmacies?

You can use the Provider/Pharmacy Directory to find the network pharmacy you want to use. This is
important because, with few exceptions, you must get your prescriptions filled at one of our network
pharmacies if you want our plan to cover (help you pay for) them.

If you don’t have the Provider/Pharmacy Directory, you can get a copy from Member Services (phone
numbers are on the back cover of this booklet). At any time, you can call Member Services to get up-to-
date information about changes in the pharmacy network. You can also find this information on our
website at www.bcbsm.com/medicare.
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Section 3.4 The plan’s List of Covered Drugs (Formulary)

The plan has a List of Covered Drugs (Formulary). We call it the “Drug List” for short. It tells which Part D
prescription drugs are covered by Medicare Plus Blue. The drugs on this list are selected by the plan with
the help of a team of doctors and pharmacists. The list must meet requirements set by Medicare.
Medicare has approved the Medicare Plus Blue Drug List.

The Drug List also tells you if there are any rules that restrict coverage for your drugs.

We will send you a copy of the Drug List. To get the most complete and current information about which
drugs are covered, you can visit the plan’s website (www.bcbsm.com/medicare) or call Member
Services (phone numbers are on the back cover of this booklet).

Section 3.5 The Explanation of Benefits (the “EOB”’): Reports with a
summary of payments made for your Part D prescription
drugs

When you use your Part D prescription drug benefits, we will send you a summary report to help you
understand and keep track of payments for your Part D prescription drugs. This summary report is called
the Explanation of Benefits (or the “EOB”).

The Explanation of Benefits tells you the total amount you have spent on your Part D prescription drugs
and the total amount we have paid for each of your Part D prescription drugs during the month. Chapter 6
(What you pay for your Part D prescription drugs) gives more information about the Explanation of
Benefits and how it can help you keep track of your drug coverage.

An Explanation of Benefits summary is also available upon request. To get a copy, please contact
Member Services.

SECTION 4 Your monthly premium for Medicare Plus Blue

Section 4.1 How much is your plan premium?

As a member of our plan, you pay a monthly plan premium. The table below shows the monthly plan
premium for each region we serve. In addition, you must continue to pay your Medicare Part B premium
(unless your Part B premium is paid for you by Medicaid or another third party).
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PREMIUM CHART

Regions with counties

Region 1: Southwest Michigan
Allegan, Kent, Muskegon, Newaygo and Ottawa counties

Medicare Plus Blue premium

Vitality

rates per month

Signature

Assure

$38

$83

$139

Region 2: Mid-Michigan
Barry, Berrien, Cass, Clinton, Eaton, Ingham, lonia,
Kalamazoo and Van Buren counties

$43

$118

$172

Region 3: Upper Michigan

Alcona, Alger, Alpena, Antrim, Baraga, Benzie,
Charlevoix, Cheboygan, Chippewa, Crawford, Delta,
Dickinson, Emmet, Gogebic, Grand Traverse, Houghton,
Iron, Kalkaska, Keweenaw, Leelanau, Luce, Mackinac,
Marquette, Menominee, Montmorency, Ontonagon,
Oscoda, Otsego, Presque Isle and Schoolcraft counties

$78

$128

$231

Region 4: South Michigan

Branch, Calhoun, Hillsdale, Jackson, Lenawee,
Livingston, Monroe, St. Joseph and Washtenaw counties

$63

$143

$204

Region 5: North/East Michigan

Arenac, Bay, Clare, Genesee, Gladwin, Gratiot, Huron,
losco, Isabella, Lake, Lapeer, Manistee, Mason, Mecosta,
Midland, Missaukee, Montcalm, Oceana, Ogemaw,
Osceola, Roscommon, Saginaw, Sanilac, Shiawassee,
St. Clair, Tuscola and Wexford counties

$73

$163

$238

Region 6: Southeast Michigan
Macomb, Oakland and Wayne counties

$78

$118

$222

In some situations, your plan premium could be less

There are programs to help people with limited resources pay for their drugs. The “Extra Help” program
helps people with limited resources pay for their drugs. Chapter 2, Section 7 tells more about this

program. If you qualify, enrolling in the program might lower your monthly plan premium.

If you are already enrolled and getting help from one of these programs, the information about
premiums in this Evidence of Coverage may not apply to you. We have included a separate insert,
called the “Evidence of Coverage Rider for People Who Get Extra Help Paying for Prescription Drugs”
(LIS Rider), which tells you about your drug coverage. If you don’t have this insert, please call Member
Services and ask for the “Evidence of Coverage Rider for People Who Get Extra Help Paying for
Prescription Drugs” (LIS Rider). Phone numbers for Member Services are on the back cover of this

booklet.

In some situations, your plan premium could be more

In some situations, your plan premium could be more than the amount listed above in Section 4.1. These

situations are described below.
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o Most people pay a standard monthly Part D premium. However, some people pay an extra
amount because of their yearly income. If your income is $85,000 or above for an individual (or
married individuals filing separately) or $170,000 or above for married couples, you must pay an
extra amount for your Medicare Part D coverage. If you have to pay an extra amount, the Social
Security Administration, not your Medicare plan, will send you a letter telling you what that extra
amount will be. For more information about Part D premiums based on income, you can visit
http://www.medicare.gov on the web or call 1-800-MEDICARE (1-800-633-4227), 24 hours a day,
7 days a week. TTY users should call 1-877-486-2048. You may also call the Social Security
Administration at 1-800-772-1213. TTY users should call 1-800-325-0778.

¢ Some members are required to pay a late enroliment penalty because they did not join a
Medicare drug plan when they first became eligible or because they had a continuous period of
63 days or more when they didn’t have “creditable” prescription drug coverage. (“Creditable”
means the drug coverage is at least as good as Medicare’s standard drug coverage.) For these
members, the late enrollment penalty is added to the plan’s monthly premium. Their premium
amount will be the monthly plan premium plus the amount of their late enrollment penalty.

If you are required to pay the late enroliment penalty, the amount of your penalty depends on how long
you waited before you enrolled in drug coverage or how many months you were without drug coverage
after you became eligible. Chapter 6, Section 9 explains the late enroliment penalty.

If you have a late enrollment penalty and do not pay it, you could be disenrolled from the plan.

Many members are required to pay other Medicare premiums

As explained in Section 2 above, in order to be eligible for our plan, you must be entitled to Medicare Part
A and enrolled in Medicare Part B. For that reason, some plan members will be paying a premium for
Medicare Part A and most plan members will be paying a premium for Medicare Part B, in addition to
paying the monthly plan premium. You must continue paying your Medicare Part B premium to remain a
member of the plan.

e Your copy of Medicare & You 2012 gives information about these premiums in the section called
“2012 Medicare Costs.” This explains how the Part B premium differs for people with different
incomes.

e Everyone with Medicare receives a copy of Medicare & You each year in the fall. Those new to
Medicare receive it within a month after first signing up. You can also download a copy of
Medicare & You 2012 from the Medicare website (http://www.medicare.gov). Or, you can order a
printed copy by phone at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week.
TTY users call 1-877-486-2048.

Section 4.2 There are several ways you can pay your plan premium

There are three ways you can pay your plan premium. If you would like to change the option you originally
chose, please contact Member Services at the phone number listed on the front cover.

If you decide to change the way you pay your premium, it can take up to three months for your new
payment method to take effect. While we are processing your request for a new payment method, you are
responsible for making sure that your plan premium is paid on time.

Option 1: You can pay by check

You may decide to pay your monthly plan premium directly to our plan. A monthly statement and return
payment envelope will be mailed to you. Payment must be received by the first of each month. Checks
should be made payable to Blue Cross Blue Shield of Michigan, not the Centers for Medicare & Medicaid
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Services or Department of Health and Human Services. Payment by check can be made by mail or in
person:

e By mail
Send payment to:
Blue Cross Blue Shield of Michigan
P.O. Box 553912
Detroit, Ml 48255-3912

e |n person
Check payments are accepted at:

Health One Credit Union, located inside Blue Cross Blue Shield of Michigan facilities in Detroit
(600 E. Lafayette Blvd.) and Southfield (27000 W. 11 Mile Road).

Blue Cross Blue Shield of Michigan’s walk-in customer service centers. For a list of walk-in
centers, visit our website, www.bcbsm.com/medicare.

Option 2: You can have the plan premium automatically withdrawn from your bank account

Instead of paying by check, you can have your monthly plan premium automatically withdrawn from your
bank account, on or about the fifth of each month. Contact Member Services at the phone number on the
front cover of this booklet for more information on how to set up automatic withdrawal.

Option 3: You can have the taken out of your monthly Social Security check

You can have the plan premium taken out of your monthly Social Security check. Contact Member
Services for more information on how to pay your plan premium this way. We will be happy to help you set
this up. If your premium is over $200, we encourage you to enroll in our Electronic Fund Transfer (EFT)
for automatic deductions or write a check each month. Consider automatic deductions if you do not wish
to receive a statement each month.

What to do if you are having trouble paying your plan premium

Your plan premium is due in our office by the first day of the month. If we have not received your
premium by the first day of the month, we will send you a notice telling you that your plan membership will
end if we do not receive your plan premium within two months.

If you are having trouble paying your premium on time, please contact Member Services to see if we can
direct you to programs that will help with your plan premium. If we end your membership with the plan
because you did not pay your premium, and you don’t currently have prescription drug coverage then you
will not be able to receive Part D coverage until the annual election period. At that time, you may either
join a stand-alone prescription drug plan or a health plan that also provides drug coverage. (If you go
without “creditable” drug coverage for more than 63 days, you may have to pay a late enroliment penalty
when you sign up for a Part D plan.)

If we end your membership because you did not pay your premium, you will have coverage under Original
Medicare. At the time we end your membership, you may still owe us for premiums you have not paid. In
the future, if you want to enroll again in our plan (or another plan that we offer), you will need to pay the
late premiums before you can enroll.

If you think we have wrongfully ended your membership, you have a right to appeal our decision. For
information about how to appeal the termination of coverage, call 1-800-MEDICARE (1-800-633-4227), 24
hours a day, 7 days a week. TTY users should call 1-877-486-2048.
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Section 4.3 Can we change your monthly plan premium during the
year?

No. We are not allowed to change the amount we charge for the plan’s monthly plan premium during the
year. If the monthly plan premium changes for next year we will tell you in September and the change will
take effect on January 1.

However, in some cases the part of the premium that you have to pay can change during the year. This
happens if you become eligible for the Extra Help program or if you lose your eligibility for the Extra Help
program during the year. If a member qualifies for Extra Help with their prescription drug costs, the Extra
Help program will pay part of the member’s monthly plan premium. So a member who becomes eligible
for Extra Help during the year would begin to pay less toward their monthly premium. And a member who
loses their eligibility during the year will need to start paying their full monthly premium. You can find out
more about the Extra Help program in Chapter 2, Section 7.

SECTION 5 Please keep your plan membership record up
to date

Section 5.1 How to help make sure that we have accurate information
about you

Your membership record has information from your enrollment form, including your address and
telephone number. It shows your specific plan coverage.

The doctors, hospitals, pharmacists, and other providers in the plan’s network need to have correct
information about you. These network providers use your membership record to know what
services and drugs are covered for you. Because of this, it is very important that you help us keep your
information up to date.
Let us know about these changes:

¢ Changes to your name, your address, or your phone number

o Changes in any other health insurance coverage you have (such as from your employer, your
spouse’s employer, workers’ compensation, or Medicaid)

e If you have any liability claims, such as claims from an automobile accident
¢ If you have been admitted to a nursing home

¢ If your designated responsible party (such as a caregiver) changes

e If you are participating in a clinical research study

If any of this information changes, please let us know by calling Member Services (phone numbers are on
the back cover of this booklet).

Read over the information we send you about any other insurance coverage you have

Medicare requires that we collect information from you about any other medical or drug insurance
coverage that you have. That’'s because we must coordinate any other coverage you have with your
benefits under our plan. (For more information about how our coverage works when you have other
insurance, see Section 7 in this chapter.)
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Once each year, we will send you a letter that lists any other medical or drug insurance coverage that we
know about. Please read over this information carefully. If it is correct, you don’t need to do anything. If
the information is incorrect, or if you have other coverage that is not listed, please call Member Services
(phone numbers are on the back cover of this booklet).

SECTION 6 We protect the privacy of your personal health
information

Section 6.1 We make sure that your health information is protected

Federal and state laws protect the privacy of your medical records and personal health information. We
protect your personal health information as required by these laws.

For more information about how we protect your personal health information, please go to Chapter 8,
Section 1.4 of this booklet.

SECTION 7 How other insurance works with our plan

Section 7.1 Which plan pays first when you have other insurance?

When you have other insurance (like employer group health coverage), there are rules set by Medicare
that decide whether our plan or your other insurance pays first. The insurance that pays first is called the
“primary payer” and pays up to the limits of its coverage. The one that pays second, called the “secondary
payer,” only pays if there are costs left uncovered by the primary coverage. The secondary payer may not
pay all of the uncovered costs.

These rules apply for employer or union group health plan coverage:
e If you have retiree coverage, Medicare pays first.

o If your group health plan coverage is based on your or a family member’s current employment,
who pays first depends on your age, the size of the employer, and whether you have Medicare
based on age, disability, or End-stage Renal Disease (ESRD):

If you're under 65 and disabled and you or your family member is still working, your plan pays
first if the employer has 100 or more employees or at least one employer in a multiple employer
plan has more than 100 employees.

If you're over 65 and you or your spouse is still working, the plan pays first if the employer has
20 or more employees or at least one employer in a multiple employer plan has more than 20
employees.

¢ If you have Medicare because of ESRD, your group health plan will pay first for the first 30
months after you become eligible for Medicare.

These types of coverage usually pay first for services related to each type:
¢ No-fault insurance (including automobile insurance)
¢ Liability (including automobile insurance)
e Black lung benefits

o Workers’ compensation
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Medicaid and TRICARE never pay first for Medicare-covered services. They only pay after Medicare,
employer group health plans, and/or Medigap have paid.

If you have other insurance, tell your doctor, hospital, and pharmacy. If you have questions about who
pays first, or you need to update your other insurance information, call Member Services (phone numbers
are on the back cover of this booklet.) You may need to give your plan member ID number to your other
insurers (once you have confirmed their identity) so your bills are paid correctly and on time.
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Chapter 2. Important phone numbers and
resources

SECTION 1 Medicare Plus Blue contacts (how to contact us, including how to reach

Member Services at the plan) ... 13
SECTION 2 Medicare (how to get help and information directly from the Federal

(V=Y o [Tez=T=10 0] o Yo - 1 1) 1 16
SECTION 3 State Health Insurance Assistance Program (free help, information, and

answers to your questions about Medicare)..........cccccevviiiiiiiiiiiini s 17
SECTION 4 Quality Improvement Organization (paid by Medicare to check on the quality

of care for people with Medicare) ........ccccccevvriiiiiiiiiiiiis e 18
SECTION 5 SOCIAl SECUNItY.....cciiiiceirr s 18
SECTION 6 Medicaid (a joint Federal and state program that helps with medical costs

for some people with limited income and resources).......cccccveevreeieeeeeeeeeeeeeeeeeeeeeennen. 19
SECTION 7 Information about programs to help people pay for their prescription drugs......... 20
SECTION 8 How to contact the Railroad Retirement Board ............ccooommiiiiniciiiieeree s 22
SECTION 9 Do you have “group insurance” or other health insurance from an employer? .......... 23

SECTION 1 Maedicare Plus Blue contacts

(how to contact us, including how to reach Member Services at

the plan)

How to contact our plan’s Member Services

For assistance with claims, billing or member card questions, please call or write to Medicare Plus Blue

Member Services. We will be happy to help you.
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Member Services — For all services other than durable medical equipment, prosthetics and

orthotics

CALL 1-877-241-2583
Calls to this number are free. Available from 8 a.m. to 8 p.m. seven days a week.

Member Services also has free language interpreter services available for non-
English speakers.

TTY 1-800-579-0235
This number requires special telephone equipment and is only for people who
have difficulties with hearing or speaking.

Calls to this number are free. Available from 8 a.m. to 8 p.m. seven days a week.

FAX 1-866-624-1090

WRITE Blue Cross Blue Shield of Michigan

Medicare Plus Blue PPO

Member Service Inquiry Department — Mail Code X435
600 E. Lafayette Blvd.

Detroit, Ml 48226-2998

WEBSITE www.bcbsm.com/medicare

Member Services — For durable medical equipment, prosthetics and orthotics

1-888-828-7858
Calls to this number are free. Available from 8 a.m. to 5 p.m. Monday through
CALL Friday.

Member Services also has free language interpreter services available for non-
English speakers.

1-800-649-3777
This number requires special telephone equipment and is only for people who
TTY have difficulties with hearing or speaking.

Calls to this number are free. Available from 8 a.m. to 5 p.m. Monday through
Friday.

Medicare Advantage

DMEnsion Benefit Management
WRITE P.O. Box 81700
Rochester, MI 48308-1700

How to contact us when you are asking for a coverage decision, making an appeal or
complaint about your medical care or your Part D prescription drugs

A coverage decision is a decision we make about your benefits and coverage or about the amount we will
pay for your medical services.
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An appeal is a formal way of asking us to review and change a coverage decision we have made. For
more information on making an appeal about your medical care.

You can make a complaint about us or one of our network providers, including a complaint about the
quality of your care. This type of complaint does not involve coverage or payment disputes. (If you
have a problem about the plan’s coverage or payment, you should look at the section above about
making an appeal.)

For more information on asking for coverage decisions, making an appeal or complaint about your
medical care or Part D prescription drugs, see Chapter 9 (What to do if you have a problem or complaint
(coverage decisions, appeals, complaints).

Coverage decisions, appeals or complaints about medical care or Part D prescription drugs

1-877-241-2583

CALL Calls to this number are free. Available from 8 a.m. to 8 p.m. seven days a week.

1-800-579-0235
This number requires special telephone equipment and is only for people who have
TTY difficulties with hearing or speaking.

Calls to this number are free.

1-877-348-2251— Part D prescription drug coverage decisions, all appeals and

FAX :
complaints

Blue Cross Blue Shield of Michigan
Grievances and Appeals Department
PO Box 2627

Detroit, Ml 48231-2627

WRITE

Where to send a request asking us to pay for our share of the cost for medical care or a drug
you have received

For more information on situations in which you may need to ask us for reimbursement or to pay a bill you
have received from a provider, see Chapter 7 (Asking us to pay our share of a bill you have received for
covered medical services or drugs).

Please note: If you send us a payment request and we deny any part of your request, you can appeal our
decision. See Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)) for more information.
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Payment requests ‘

1-877-241-2583

CALL Available from 8 a.m. to 8 p.m. seven days a week. Calls to this number are free.
1-800-579-0235
TTY This number requires special telephone equipment and is only for people who have

difficulties with hearing or speaking.
Calls to this number are free.

Blue Cross Blue Shield of Michigan

Medicare Plus Blue PPO

WRITE Member Service Inquiry Department — Mail Code X435
600 E. Lafayette Blvd.

Detroit, MI 48226-2998

SECTION 2 Medicare

(how to get help and information directly from the Federal
Medicare program)

Medicare is the Federal health insurance program for people 65 years of age or older, some people under
age 65 with disabilities, and people with End-Stage Renal Disease (permanent kidney failure requiring
dialysis or a kidney transplant).

The Federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services (sometimes
called “CMS”). This agency contracts with Medicare Advantage organizations including us.

Medicare ‘

1-800-MEDICARE, or 1-800-633-4227
CALL Calls to this number are free.
24 hours a day, 7 days a week.

1-877-486-2048
This number requires special telephone equipment and is only for people who
TTY have difficulties with hearing or speaking.

Calls to this number are free.

http://www.medicare.gov

This is the official government website for Medicare. It gives you up-to-date
information about Medicare and current Medicare issues. It also has information
about hospitals, nursing homes, physicians, home health agencies, and dialysis
facilities. It includes booklets you can print directly from your computer. You can
also find Medicare contacts in your state by selecting “Help and Support” and then
WEBSITE clicking on “Useful Phone Numbers and Websites.”

The Medicare website also has detailed information about your Medicare eligibility
and enrollment options with the following tools:

o Medicare Eligibility Tool: Provides Medicare eligibility status
information. Select “Find Out if You're Eligible.”
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¢ Medicare Plan Finder: Provides personalized information
about available Medicare prescription drug plans, Medicare
health plans, and Medigap (Medicare Supplement Insurance)
policies in your area. Select “Health & Drug Plans” and then
“Compare Drug and Health Plans” or “Compare Medigap
Policies.” These tools provide an estimate of what your out-of-
pocket costs might be in different Medicare plans.

If you don’t have a computer, your local library or senior center may be able to help
you visit this website using its computer. Or, you can call Medicare at the number
above and tell them what information you are looking for. They will find the
information on the website, print it out, and send it to you.

SECTION 3 State Health Insurance Assistance Program

(free help, information, and answers to your questions about
Medicare)

The State Health Insurance Assistance Program (SHIP) is a government program with trained counselors
in every state. In Michigan, the SHIP is called Michigan Medicare and Medicaid Assistance Program.

Michigan Medicare and Medicaid Assistance Program is independent (not connected with any insurance
company or health plan). It is a state program that gets money from the Federal government to give free
local health insurance counseling to people with Medicare.

Michigan Medicare and Medicaid Assistance Program counselors can help you with your Medicare
questions or problems. They can help you understand your Medicare rights, help you make complaints
about your medical care or treatment, and help you straighten out problems with your Medicare bills.
Michigan Medicare and Medicaid Assistance Program counselors can also help you understand your
Medicare plan choices and answer questions about switching plans.

Michigan Medicare and Medicaid Assistance Program

CALL 1-800-803-7174
711, 1-800-803-7174
TTY This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.
Michigan Medicare and Medicaid Assistance Program
WRITE 6105 W. St. Joseph, Suite 204
Lansing, M| 48917-4850
WEBSITE www.mmapinc.org
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SECTION 4 Quality Improvement Organization

(paid by Medicare to check on the quality of care for people
with Medicare)

There is a Quality Improvement Organization for each state. For Michigan, the Quality Improvement
Organization is called MPRO.

MPRO has a group of doctors and other health care professionals who are paid by the Federal
government. This organization is paid by Medicare to check on and help improve the quality of care for
people with Medicare. MPRO is an independent organization. It is not connected with our plan.

You should contact MPRO in any of these situations:

You have a complaint about the quality of care you have received.
You think coverage for your hospital stay is ending too soon.

You think coverage for your home health care, skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services are ending too soon.

CALL

Toll-free: 1-800-365-5899
Local: 1-248-465-7300

TTY

711, 1-800-365-5899
This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.

WRITE

MPRO
22670 Haggerty Road, Suite 100
Farmington Hills, Ml 48335-2611

SECTION 5 Social Security

The Social Security Administration is responsible for determining eligibility and handling enroliment for
Medicare. U.S. citizens who are 65 or older, or who have a disability or End-Stage Renal Disease and
meet certain conditions, are eligible for Medicare. If you are already getting Social Security checks,
enrollment into Medicare is automatic. If you are not getting Social Security checks, you have to enroll in
Medicare. Social Security handles the enroliment process for Medicare. To apply for Medicare, you can
call Social Security or visit your local Social Security office.
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Social Security

1-800-772-1213
Calls to this number are free.

CALL Available 7:00 am to 7:00 pm, Monday through Friday.

You can use Social Security’s automated telephone services to get recorded
information and conduct some business 24 hours a day.

1-800-325-0778
This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.

TTY

Calls to this number are free.

Available 7:00 am to 7:00 pm, Monday through Friday.
WEBSITE http://www.ssa.gov

SECTION 6 Medicaid

(a joint Federal and state program that helps with medical costs
for some people with limited income and resources)

Medicaid is a joint Federal and state government program that helps with medical costs for certain people
with limited incomes and resources. Some people with Medicare are also eligible for Medicaid.

In addition, there are programs offered through Medicaid that help people with Medicare pay their
Medicare costs, such as their Medicare premiums. These programs help people with limited income and
resources save money each year:

¢ Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B premiums, and
other cost-sharing (like deductibles, coinsurance, and copayments).

¢ Specified Low-Income Medicare Beneficiary (SLMB) and Qualifying Individual (Ql): Helps
pay Part B premiums.

¢ Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums.

To find out more about Medicaid and its programs, contact Michigan Medicare and Medicaid Assistance
Program.
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Michigan Medicare and Medicaid Assistance Program
CALL 1-800-803-7174

711, 1-800-803-7174

TTY This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.

Michigan Medicare and Medicaid Assistance Program
WRITE 6105 W. St. Joseph, Suite 204
Lansing, MI 48917-4850

WEBSITE www.mmapinc.org

SECTION 7 Information about programs to help people
pay for their prescription drugs

Medicare’s “Extra Help” Program

Medicare provides “Extra Help” to pay prescription drug costs for people who have limited income and
resources. Resources include your savings and stocks, but not your home or car. If you qualify, you get
help paying for any Medicare drug plan’s monthly premium, yearly deductible, and prescription
copayments. This Extra Help also counts toward your out-of-pocket costs.

People with limited income and resources may qualify for Extra Help. Some people automatically qualify
for Extra Help and don’t need to apply. Medicare mails a letter to people who automatically qualify for
Extra Help.

You may be able to get Extra Help to pay for your prescription drug premiums and costs. To see if you
qualify for getting Extra Help, call:

e 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048, 24 hours a day, 7
days a week;

e The Social Security Office at 1-800-772-1213, between 7 am to 7 pm, Monday through Friday.
TTY users should call 1-800-325-0778; or

¢ Your State Medicaid Office. (See Section 6 of this chapter for contact information)

If you believe you have qualified for Extra Help and you believe that you are paying an incorrect cost-
sharing amount when you get your prescription at a pharmacy, our plan has established a process that
allows you to either request assistance in obtaining evidence of your proper co-payment level, or, if you
already have the evidence, to provide this evidence to us.

¢ If you need to request assistance in applying for Extra Help:
Contact Social Services Coordinators at 1-866-631-5967 for assistance in applying for Extra
Help.

e If you have your evidence:

— If you are at the pharmacy, you can provide one of the following forms of evidence to obtain a
reduced cost-sharing level at point of sale: Documentation must be for a month after June of
the previous year.
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1. Individuals who are not deemed eligible, but who apply and are found LIS eligible can provide a copy of
the Social Security Administration award letter.

2. Individuals with Medicaid will need to confirm active Medicaid status by providing at least one of the
following forms of evidence, which must be dated no earlier than July 1 of the previous calendar year:

A copy of the beneficiary’s Medicaid card that includes the beneficiary’s name and an
eligibility date.

A copy of a state document that confirms active Medicaid status.

A print out from the state electronic enrollment file showing Medicaid status.
A screen print from the state’s Medicaid system showing Medicaid status.
Other documentation provided by the state showing Medicaid status.

A Supplemental Security Income (SSI) Notice of Award with an effective date.

An Important Information letter from SSA confirming that the beneficiary is “... automatically
eligible for extra help ...”

— If you are eligible for Medicaid, you or your pharmacist, advocate or any individual acting on your
behalf to establish that you are institutionalized or, beginning on a date specified by the Secretary, but
no earlier than January 1, 2012 if you receive home and community based services (HCBS) and
qualifies for zero cost-sharing will need to confirm active Medicaid status by providing at least one of the
following forms of evidence, which must be dated no earlier than July 1 of the previous calendar year:

A remittance from a long-term care facility showing Medicaid payment for a full calendar
month for that individual.

A copy of a state document that confirms Medicaid payment on behalf of the individual to the
long-term care facility for a full calendar month.

¢ A screen print from the state’s Medicaid systems showing that individual’s institutional status based
on at least a full calendar month stay for Medicaid payment purposes.

¢ A Supplemental Security Income (SSI) Notice of Award with an effective date.

¢ An Important Information letter from SSA confirming that the beneficiary is “... automatically eligible
for extra help ...”

o Effective as of a date specified by the Secretary but not earlier than January 1, 2012 a copy of:

A state issued Notice of action, Notice of Determination, or Notice of Enroliment that include
the beneficiary’s name and HCBS eligibility date no earlier than July of the previous year.

A state approved HCBS Service Plan that include the beneficiary’s name and effective date
beginning during a month not earlier than July of the previous year.

A state issued prior authorization approval letter for HCBS that includes the beneficiary’s
name and effective date no earlier than July of the previous year.

Other documentation provided by the State showing HCBS eligibility status during no earlier
than July of the previous year. Or,

A status issued document, such as a remittance advice, confirming payment for HCBS
including the beneficiary’s name and the dates of HCBS.
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— If you are not at the pharmacy or cannot provide one the forms of evidence listed above, please call
Member Services.

¢ When we receive the evidence showing your copayment level, we will update our system so that
you can pay the correct copayment when you get your next prescription at the pharmacy. If you
overpay your copayment, we will reimburse you. Either we will forward a check to you in the
amount of your overpayment or we will offset future copayments. If the pharmacy hasn’t collected
a copayment from you and is carrying your copayment as a debt owed by you, we may make the
payment directly to the pharmacy. If a state paid on your behalf, we may make payment directly
to the state. Please contact Member Services if you have questions.

Medicare Coverage Gap Discount Program

The Medicare Coverage Gap Discount Program is available nationwide. Because Medicare Plus Blue
PPO (Assure) offers additional gap coverage during the Coverage Gap Stage, your out-of-pocket costs
will sometimes be lower than the costs described here. Please go to Chapter 6, Section 6 for more
information about your coverage during the Coverage Gap Stage.

Instead, the plan continues to cover your drugs at your regular cost-sharing amount until you qualify for
the Catastrophic Coverage Stage. Please go to Chapter 6, Section 5 for more information about your
coverage during the Initial Coverage Stage.

The Medicare Coverage Gap Discount Program provides manufacturer discounts on brand name drugs to
Part D enrollees who have reached the coverage gap and are not already receiving “Extra Help.” A 50%
discount on the negotiated price (excluding the dispensing fee and vaccine administration fee, if any) is
available for those brand name drugs from manufacturers that have agreed to pay the discount.

If you reach the coverage gap, we will automatically apply the discount when your pharmacy bills you for
your prescription and your Explanation of Benefits (EOB) will show any discount provided. Both the
amount you pay and the amount discounted by the manufacturer count toward your out-of-pocket costs as
if you had paid them and moves you through the coverage gap.

You also receive some coverage for generic drugs. If you reach the coverage gap, the plan pays 14% of
the price for generic drugs and you pay the remaining 86% of the price. The coverage for generic drugs
works differently than the 50% discount for brand name drugs. For generic drugs, the amount paid by the
plan (14%) does not count toward your out-of-pocket costs. Only the amount you pay counts and moves
you through the coverage gap. Also, the dispensing fee is included as part of the cost of the drug.

If you have any questions about the availability of discounts for the drugs you are taking or about the
Medicare Coverage Gap Discount Program in general, please contact Member Services (phone numbers
are on the back cover of this booklet).

SECTION 8 How to contact the Railroad Retirement Board

The Railroad Retirement Board is an independent Federal agency that administers comprehensive benefit
programs for the nation’s railroad workers and their families. If you have questions regarding your benefits
from the Railroad Retirement Board, contact the agency.

Railroad Retirement Board

CALL 1-877-772-5772
Calls to this number are free.
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Available 9:00 am to 3:30 pm, Monday through Friday

If you have a touch-tone telephone, recorded information and automated
services are available 24 hours a day, including weekends and holidays.

1-312-751-4701
This number requires special telephone equipment and is only for people
TTY who have difficulties with hearing or speaking.

Calls to this number are not free.

WEBSITE http:/lwww.rrb.gov

SECTION 9 Do you have “group insurance” or other health
insurance from an employer?

If you (or your spouse) get benefits from your (or your spouse’s) employer or retiree group, call the
employer/union benefits administrator or Member Services if you have any questions. You can ask about
your (or your spouse’s) employer or retiree health benefits, premiums, or the enroliment period.

If you have other prescription drug coverage through your (or your spouse’s) employer or retiree group,
please contact that group’s benefits administrator. The benefits administrator can help you determine
how your current prescription drug coverage will work with our plan.
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SECTION 1 Things to know about getting your medical

care covered as a member of our plan

This chapter tells things you need to know about using the plan to get your medical care coverage. It
gives definitions of terms and explains the rules you will need to follow to get the medical treatments,
services, and other medical care that are covered by the plan.

For the details on what medical care is covered by our plan and how much you pay as your share of the
cost when you get this care, use the benefits chart in the next chapter, Chapter 4 (Medical Benefits Chart,
what is covered and what you pay).

Section 1.1 What are “network providers” and “covered services”?

Here are some definitions that can help you understand how you get the care and services that are
covered for you as a member of our plan:

“Providers” are doctors and other health care professionals licensed by the state to provide
medical services and care. The term “providers” also includes hospitals and other health care
facilities.

“Network providers” are the doctors and other health care professionals, medical groups,
hospitals, and other health care facilities that have an agreement with us to accept our payment
and your cost-sharing amount as payment in full. We have arranged for these providers to deliver
covered services to members in our plan. The providers in our network generally bill us directly
for care they give you. When you see a network provider, you usually pay only your share of the
cost for their services.

“Covered services” include all the medical care, health care services, supplies, and equipment
that are covered by our plan. Your covered services for medical care are listed in the benefits
chart in Chapter 4.

Section 1.2 Basic rules for getting your medical care covered by the

plan

As a Medicare health plan, Medicare Plus Blue must cover all services covered by Original Medicare and
must follow Original Medicare’s coverage rules.

Medicare Plus Blue will generally cover your medical care as long as:

The care you receive is included in the plan’s Medical Benefits Chart (this chart is in Chapter
4 of this booklet).

The care you receive is considered medically necessary. “Medically necessary” means that
the services, supplies, or drugs are needed for the prevention, diagnosis, or treatment of your
medical condition and meet accepted standards of medical practice.

You receive your care from a provider who participates in Medicare. As a member of our
plan, you can receive your care from either a network provider or an out-of-network provider (for
more about this, see Section 2 in this chapter).

The providers in our network are listed in the Provider/Pharmacy Directory.

If you use an out-of-network provider, your share of the costs for your covered services may be
higher.
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Please note: While you can get your care from an out-of-network provider, the provider must be eligible
to participate in Medicare. We cannot pay a provider who is not eligible to participate in Medicare. If you
go to provider who is not eligible to participate in Medicare, you will be responsible for the full cost of the
services you receive. Check with your provider before receiving services to confirm that they are eligible
to participate in Medicare.

SECTION 2 Using network and out-of-network providers to
get your medical care

Section 2.1 How to get care from specialists and other network
providers

A specialist is a doctor who provides health care services for a specific disease or part of the body. There
are many kinds of specialists. Here are a few examples:

¢ Oncologists, who care for patients with cancer.
e Cardiologists, who care for patients with heart conditions.
¢ Orthopedists, who care for patients with certain bone, joint, or muscle conditions.

You don’t need to get a referral when you get care from in-network providers.

What if a specialist or another network provider leaves our plan?

Sometimes a specialist, clinic, hospital or other network provider you are using might leave the plan. If a
contracted provider is terminated from our network, a notice will be sent at least 30 calendar days before
the termination effective date to all enrollees who are patients seen on a regular basis by the provider
whose contract is terminating. If you have questions regarding this process or need to locate a new
provider in your area, you may contact Member Services at the phone number on the front cover.

Section 2.2 How to get care from out-of-network providers

As a member of our plan, you can choose to receive care from out-of-network providers. Our plan will
cover services from either in-network or out-of-network providers, as long as the services are covered
benefits and are medically necessary. However, if you use an out-of-network provider, your share of
the costs for your covered services may be higher. Here are other important things to know about
using out-of-network providers:

e You can get your care from an out-of-network provider; however, that provider must be eligible to
participate in Medicare. We cannot pay a provider who is not eligible to participate in Medicare. If you
receive care from a provider who is not eligible to participate in Medicare, you will be responsible for
the full cost of the services you receive. Check with your provider before receiving services to confirm
that they are eligible to participate in Medicare.

¢ You don’'t need to get a referral or prior authorization when you get care from out-of-network
providers. However, before getting services from out-of-network providers you may want to ask for a
pre-visit coverage decision to confirm that the services you are getting are covered and are medically
necessary. (See Chapter 9, Section 4 for information about asking for coverage decisions.) This is
important because:
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Without a pre-visit coverage decision, if we later determine that the services are not covered or were not
medically necessary, we may deny coverage and you will be responsible for the entire cost. If we say we
will not cover your services, you have the right to appeal our decision not to cover your care. See
Chapter 9 (What to do if you have a problem or coverage decisions, appeals, and complaints) to learn
how to make an appeal.

e ltis best to ask an out-of-network provider to bill the plan first. But, if you have already paid for the
covered services, we will reimburse you for our share of the cost for covered services. Or if an out-of-
network provider sends you a bill that you think we should pay, you can send it to us for payment.
See Chapter 7 (Asking us to pay our share of a bill you have received for covered medical services
or drugs) for information about what to do if you receive a bill or if you need to ask for
reimbursement.

¢ If you are using an out-of-network provider for emergency care, urgently needed care, or out-of-area
dialysis, you may not have to pay a higher cost-sharing amount. See Section 3 for more information
about these situations.

SECTION 3 How to get covered services when you have
an emergency or urgent need for care

Section 3.1 Getting care if you have a medical emergency

What is a “medical emergency” and what should you do if you have one?

A “medical emergency” is when you, or any other prudent layperson with an average knowledge of
health and medicine, believe that you have medical symptoms that require immediate medical attention to
prevent loss of life, loss of a limb, or loss of function of a limb. The medical symptoms may be an illness,
injury, severe pain, or a medical condition that is quickly getting worse.

If you have a medical emergency:

¢ Get help as quickly as possible. Call 911 for help or go to the nearest emergency room,
hospital, or urgent care center. Call for an ambulance if you need it. You do not need to get
approval or a referral first from your PCP.

What is covered if you have a medical emergency?

You may get covered emergency medical care whenever you need it, anywhere in the United States or its
territories. Our plan covers ambulance services in situations where getting to the emergency room in any

other way could endanger your health. For more information, see the Medical Benefits Chart in Chapter 4
of this booklet.

If you have an emergency, we will talk with the doctors who are giving you emergency care to help
manage and follow up on your care. The doctors who are giving you emergency care will decide when
your condition is stable and the medical emergency is over.

After the emergency is over you are entitled to follow-up care to be sure your condition continues to be
stable. Your follow-up care will be covered by our plan. If you get your follow-up care from by out-of-
network providers, you will pay the higher out-of-network cost-sharing.

What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might go in for
emergency care — thinking that your health is in serious danger — and the doctor may say that it wasn’t a
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medical emergency after all. If it turns out that it was not an emergency, as long as you reasonably
thought your health was in serious danger, we will cover your care.

However, after the doctor has said that it was not an emergency; the amount of cost sharing that you pay
will depend on whether you get the care from network providers or out-of-network providers. If you get the
care from network providers, your share of the costs will usually be lower than if you get the care from out-
of-network providers.

Section 3.2 Getting care when you have an urgent need for care

What is “urgently needed care”?

“Urgently needed care” is a non-emergency, unforeseen medical illness, injury, or condition, that requires
immediate medical care, but the plan’s network of providers is temporarily unavailable or inaccessible.
The unforeseen condition could, for example, be an unforeseen flare-up of a known condition that you
have (for example, a flare-up of a chronic skin condition).

What if you are in the plan’s service area when you have an urgent need for care?

In most other situations, if you are in the plan’s service area and you use an out-of-network provider, you
will pay a higher share of the costs for your care. However, if the circumstances are unusual or
extraordinary, and network providers are temporarily unavailable or inaccessible, we will allow you to get
covered services from an out-of-network provider at the lower in-network cost-sharing amount.

What if you are outside the plan’s service area when you have an urgent need for care?

When you are outside the service area and cannot get care from a network provider, our plan will cover
urgently needed care that you get from any provider at the lower in-network cost-sharing amount.

SECTION 4 What if you are billed directly for the full cost
of your covered services?

Section 4.1 You can ask the plan to pay our share of the cost of your
covered services

If you have paid more than your share for covered services, or if you have received a bill for the full cost of
covered medical services, go to Chapter 7 (Asking us to pay our share of a bill you have received for
covered medical services or drugs) for information about what to do.

Section 4.2 If services are not covered by our plan, you must pay the
full cost

Medicare Plus Blue covers all medical services that are medically necessary, are listed in the plan’s
Medical Benefits Chart (this chart is in Chapter 4 of this booklet), and are obtained consistent with plan
rules. You are responsible for paying the full cost of services that aren’t covered by our plan, either
because they are not plan covered services, or plan rules were not followed.

If you have any questions about whether we will pay for any medical service or care that you are
considering, you have the right to ask us whether we will cover it before you get it. If we say we will not
cover your services, you have the right to appeal our decision not to cover your care.

Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals, complaints)) has
more information about what to do if you want a coverage decision from us or want to appeal a decision
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we have already made. You may also call Member Services at the number on the back cover of this
booklet to get more information about how to do this.

For covered services that have a benefit limitation, you pay the full cost of any services you get after you
have used up your benefit for that type of covered service. Once your benefit limitation has been
reached, these additional costs will not be applied toward your out of pocket maximum. You can call
Member Services when you want to know how much of your benefit limit you have already used.

SECTION 5 How are your medical services covered when
you are in a “clinical research study”?

Section 5.1 What is a “clinical research study”?

A clinical research study is a way that doctors and scientists test new types of medical care, like how well
a new cancer drug works. They test new medical care procedures or drugs by asking for volunteers to
help with the study. This kind of study is one of the final stages of a research process that helps doctors
and scientists see if a new approach works and if it is safe.

Not all clinical research studies are open to members of our plan. Medicare first needs to approve the
research study. If you participate in a study that Medicare has not approved, you will be responsible for
paying all costs for your participation in the study.

Once Medicare approves the study, someone who works on the study will contact you to explain more
about the study and see if you meet the requirements set by the scientists who are running the study. You
can participate in the study as long as you meet the requirements for the study and you have a full
understanding and acceptance of what is involved if you participate in the study.

If you participate in a Medicare-approved study, Original Medicare pays most of the costs for the covered
services you receive as part of the study. When you are in a clinical research study, you may stay enrolled
in our plan and continue to get the rest of your care (the care that is not related to the study) through our
plan.

If you want to participate in a Medicare-approved clinical research study, you do not need to get approval
from us or your provider. The providers that deliver your care as part of the clinical research study do not
need to be part of our plan’s network of providers.

Although you do not need to get our plan’s permission to be in a clinical research study, you do need to
tell us before you start participating in a clinical research study. Here is why you need to tell us:

1. We can let you know whether the clinical research study is Medicare-approved.

2. We can tell you what services you will get from clinical research study providers instead of from our
plan.

If you plan on participating in a clinical research study, contact Member Services (see Chapter 2,
Section 1 of this Evidence of Coverage).

Section 5.2 When you participate in a clinical research study, who pays
for what?

Once you join a Medicare-approved clinical research study, you are covered for routine items and
services you receive as part of the study, including:

e Room and board for a hospital stay that Medicare would pay for even if you weren’t in a study.
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e An operation or other medical procedure if it is part of the research study.
¢ Treatment of side effects and complications of the new care.

Original Medicare pays most of the cost of the covered services you receive as part of the study. After
Medicare has paid its share of the cost for these services, our plan will also pay for part of the costs. We
will pay the difference between the cost-sharing in Original Medicare and your cost-sharing as a member
of our plan. This means you will pay the same amount for the services you receive as part of the study as
you would if you received these services from our plan.

Here’s an example of how the cost-sharing works: Let’s say that you have a lab test that costs $100
as part of the research study. Let’s also say that your share of the costs for this test is $20 under
Original Medicare, but would be only $10 under our plan’s benefits. In this case, Original Medicare
would pay $80 for the test and we would pay another $10. This means that you would pay $10, which
is the same amount you would pay under our plan’s benefits.

In order for us to pay for our share of the costs, you will need to submit a request for payment. With your
request, you will need to send us a copy of your Medicare Summary Notices or other documentation that
shows what services you received as part of the study and how much you owe. Please see Chapter 7 for
more information about submitting requests for payment.

When you are part of a clinical research study, neither Medicare nor our plan will pay for any of the
following:

e Generally, Medicare will not pay for the new item or service that the study is testing unless Medicare
would cover the item or service even if you were not in a study.

e Items and services the study gives you or any participant for free.

e Items or services provided only to collect data, and not used in your direct health care. For example,
Medicare would not pay for monthly CT scans done as part of the study if your condition would
usually require only one CT scan.

Do you want to know more?

You can get more information about joining a clinical research study by reading the publication “Medicare
and Clinical Research Studies” on the Medicare website (http://www.medicare.gov). You can also call
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call
1-877-486-2048.

SECTION 6 Rules for getting care covered in a “religious
non-medical health care institution”

Section 6.1 What is a religious non-medical health care institution?

A religious non-medical health care institution is a facility that provides care for a condition that would
ordinarily be treated in a hospital or skilled nursing facility care. If getting care in a hospital or a skilled
nursing facility is against a member’s religious beliefs, we will instead provide coverage for care in a
religious non-medical health care institution. You may choose to pursue medical care at any time for any
reason. This benefit is provided only for Part A inpatient services (non-medical health care services).
Medicare will only pay for non-medical health care services provided by religious non-medical health care
institutions.
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Section 6.2 What care from a religious non-medical health care
institution is covered by our plan?

To get care from a religious non-medical health care institution, you must sign a legal document that says
you are conscientiously opposed to getting medical treatment that is “non-excepted.”

¢ “Non-excepted” medical care or treatment is any medical care or treatment that is voluntary and not
required by any federal, state, or local law.

o “Excepted” medical treatment is medical care or treatment that you get that is not voluntary or is
required under federal, state, or local law.

To be covered by our plan, the care you get from a religious non-medical health care institution must meet
the following conditions:

e The facility providing the care must be certified by Medicare.
e Our plan’s coverage of services you receive is limited to non-religious aspects of care.

o If you get services from this institution that are provided to you in your home, our plan will cover
these services only if your condition would ordinarily meet the conditions for coverage of services
given by home health agencies that are not religious non-medical health care institutions.

¢ If you get services from this institution that are provided to you in a facility, the following apply:

You must have a medical condition that would allow you to receive covered services for inpatient
hospital care or skilled nursing facility care.

Medicare inpatient hospital coverage limits apply. For more information, see the Medical Benefits Chart
in Chapter 4 of this booklet.

SECTION 7 Rules for ownership of durable medical
equipment

Section 7.1 Will you own your durable medical equipment after making
a certain number of payments under our plan?

Durable medical equipment includes items such as oxygen equipment and supplies, wheelchairs, walkers,
and hospital beds ordered by a provider for use in the home. Certain items, such as prosthetics, are
always owned by the enrollee. In this section, we discuss other types of durable medical equipment that
must be rented.

In Original Medicare, people who rent certain types of durable medical equipment own the equipment
after paying co-payments for the item for 13 months. As a member of Medicare Plus Blue PPO, however,
you usually will not acquire ownership of rented durable medical equipment items no matter how many
copayments you make for the item while a member of our plan. Under certain limited circumstances we
will transfer ownership of the durable medical equipment item. Call member services (phone numbers are
on the back cover of this booklet) to find out about the requirements you must meet and the
documentation you need to provide. Medicare Plus Blue PPO does not allow ownership of oxygen
equipment under any circumstances. Even if you made up to 12 consecutive payments for the durable
medical equipment item under Original Medicare before you joined our plan, you will not acquire
ownership no matter how many copayments you make for the item while a member of our plan.



2012 Evidence of Coverage for Medicare Plus Blue PPO
Chapter 3: Using the plan’s coverage for your medical services 32

What happens to payments you have made for durable medical equipment if you switch to
Original Medicare?

If you switch to Original Medicare after being a member of our plan: If you did not acquire ownership of
the durable medical equipment item while in our plan, you will have to make 13 new consecutive
payments for the item while in Original Medicare in order to acquire ownership of the item. Your previous
payments while in our plan do not count toward these new 13 consecutive payments.

If you made payments for the durable medical equipment item under Original Medicare before you joined
our plan, these previous Original Medicare payments also do not count toward the new 13 consecutive
payments. You will have to make 13 new consecutive payments for the item under Original Medicare in
order to acquire ownership. There are no exceptions to this case when you return to Original Medicare.
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SECTION 1 Understanding your out-of-pocket costs for
covered services

This chapter focuses on your covered services and what you pay for your medical benefits. It includes a
Medical Benefits Chart that gives a list of your covered services and tells how much you will pay for each
covered service as a member of Medicare Plus Blue. Later in this chapter, you can find information about
medical services that are not covered. It also tells about limitations on certain services.

Section 1.1 Types of out-of-pocket costs you may pay for your covered
services

Member liability calculation
The cost of the service, on which your liability (coinsurance) is based, will be either:

¢ The Medicare allowable amount for covered services, or

o The amount either we negotiate with the provider or the local Blue Medicare Advantage plan
negotiates with its provider on behalf of our members, if applicable. The amount negotiated may
be either higher than, lower than, or equal to the Medicare allowable amount.

To understand the payment information we give you in this chapter, you need to know about the types of
out-of-pocket costs you may pay for your covered services.

¢ The “deductible” is the amount you must pay for medical services before our plan begins to pay
its share.
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o A “copayment” is the fixed amount you pay each time you receive certain medical services. You
pay a copayment at the time you get the medical service. (The Medical Benefits Chart in Section
2 tells you more about your copayments.)

e “Coinsurance” is the percentage you pay of the total cost of certain medical services. You pay a
coinsurance at the time you get the medical service. (The Medical Benefits Chart in Section 2
tells you more about your coinsurance.)

Some people qualify for State Medicaid programs to help them pay their out-of-pocket costs for Medicare.
(These “Medicare Savings Programs” include the Qualified Medicare Beneficiary (QMB), Specified Low-
Income Medicare Beneficiary (SLMB), Qualifying Individual (Ql), and Qualified Disabled & Working
Individuals (QDWI) programs.) If you are enrolled in one of these programs, you may still have to pay a
copayment for the service, depending on the rules in your state.

Section 1.2 What is your yearly out-of-network deductible?

Your yearly deductible is $500 out-of-network for Vitality and Signature plan options. This is the amount
you have to pay out-of-pocket before we will pay our share for your covered out-of-network medical
services.

Until you have paid the out-of-network deductible amount, you must pay the full cost of your out-of-
network covered services. Once you have paid your out-of-network deductible, we pay our share of the
cost for covered medical services and you will pay your share (your copayment or coinsurance amount)
for the rest of the calendar year.

Section 1.3 What is the most you will pay for Medicare Part A and Part
B covered medical services?

Under our plan, there are two different limits on what you have to pay out-of-pocket for covered medical
services:

e Your in-network maximum out-of-pocket amount is Vitality $5,500, Signature $5,000, Assure $4,000.
This is the most you pay during the calendar year for covered Medicare Part A and Part B services
received from in-network providers. The amounts you pay for deductibles, copayments, and
coinsurance for covered services from in-network providers count toward this in-network maximum
out-of-pocket amount. (The amounts you pay for plan premiums, Part D prescription drugs, and
services from out-of-network providers do not count toward your in-network maximum out-of-pocket
amount. In addition, amounts you pay for some services do not count toward your in-network
maximum out-of-pocket amount. These services are marked with an asterisk in the Medical Benefits
Chart. If you have paid Vitality $5,500, Signature $5,000, Assure $4,000 for covered Part A and Part
B services from in-network providers, you will not have any out-of-pocket costs for the rest of the
year when you see our network providers. However, you must continue to pay your plan premium
and the Medicare Part B premium (unless your Part B premium is paid for you by Medicaid or
another third party).

e Your combined maximum out-of-pocket amount is Vitality $9,200, Signature $10,000, Assure
$8,000. This is the most you pay during the calendar year for covered Medicare Part A and Part B
services received from both in-network and out-of-network providers. The amounts you pay for
deductibles, copayments, and coinsurance for covered services count toward this combined
maximum out-of-pocket amount. (The amounts you pay for your plan premiums and for your Part D
prescription drugs do not count toward your combined maximum out-of-pocket amount. In addition,
amounts you pay for some services do not count toward your combined maximum out-of-pocket
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amount. These services are marked with an asterisk in the Medical Benefits Chart. If you have paid
Vitality $9,200, Signature $10,000, Assure $8,000 for covered services, you will have 100% coverage
and will not have any out-of-pocket costs for the rest of the year for covered Part A and Part B
services. However, you must continue to pay your plan premium and the Medicare Part B premium
(unless your Part B premium is paid for you by Medicaid or another third party).

Section 1.4 Our plan does not allow providers to “balance bill” you

As a member of Medicare Plus Blue, an important protection for you is that, after you meet any
deductibles, you only have to pay the plan’s cost-sharing amount when you get services covered by our
plan. We do not allow providers to add additional separate charges such as “balance billing.” This
protection (that you never pay more than the plan cost-sharing amount) applies even if we pay the
provider less than the provider charges for a service and even if there is a dispute and we don’t pay
certain provider charges.

Here is how this protection works.

e If your cost-sharing is a copayment (a set amount of dollars, for example, $15.00), then you pay only
that amount for any services from a network provider. You will generally have higher copays when
you obtain care from out-of-network providers.

o If your cost-sharing is a coinsurance (a percentage of the total charges), then you never pay more
than that percentage. However, your cost depends on which type of provider you see:

If you obtain covered services from a network provider, you pay the coinsurance percentage multiplied
by the plan’s reimbursement rate (as determined in the contract between the provider and the plan).

If you obtain covered services from an out-of-network provider who participates with Medicare, you pay
the coinsurance percentage multiplied by the Medicare payment rate for participating providers.

If you obtain covered services from an out-of-network provider who does not participate with Medicare,
then you pay the coinsurance amount multiplied by the Medicare payment rate for non-participating
providers.

SECTION 2 Use the Medical Benefits Chart to find out
what is covered for you and how much you
will pay

Section 2.1 Your medical benefits and costs as a member of the plan

The Medical Benefits Chart on the following pages lists the services Medicare Plus Blue covers and what
you pay out-of-pocket for each service. The services listed in the Medical Benefits Chart are covered only
when the following coverage requirements are met:

e Your Medicare covered services must be provided according to the coverage guidelines established
by Medicare.

¢ Your services (including medical care, services, supplies, and equipment) must be medically
necessary. “Medically necessary” means that the services, supplies, or drugs are needed for the
prevention, diagnosis, or treatment of your medical condition and meet accepted standards of
medical practice.
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¢ Some of the services listed in the Medical Benefits Chart are covered as in-network services only if
your doctor or other network provider gets approval in advance (sometimes called “prior
authorization”) from Medicare Plus Blue.

Covered services that need approval in advance to be covered as in-network services are marked by an
asterisk in the Medical Benefits Chart.

You never need approval in advance for out-of-network services from out-of-network providers.

While you don’t need approval in advance for out-of-network services, you or your doctor can ask us to
make a coverage decision in advance.

¢ For benefits where your cost-sharing is a coinsurance percentage, the amount you pay depends on
what type of provider you receive the services from:

— If you receive the covered services from a network provider, you will pay the coinsurance
percentage multiplied by the total provider rate in the provider’s contract,

— If you receive the covered services from an out-of-network provider who participates with
Medicare, you will pay the coinsurance percentage times the Medicare allowable,

— If you receive the covered services from an out-of-network provider who does not participate with
Medicare, you will pay the coinsurance percentage multiplied by the Original Medicare Limiting
charge.

e For all preventive services that are covered at no cost under Original Medicare, we also cover the
service at no cost to you. However, if you also are treated or monitored for an existing medical
condition during the visit when you receive the preventive serve, a copayment will apply for the care
received for the existing medical condition.
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Type of maximum

Deductible

In-network*

Vitality Signature

Out-of network*

Vitality Signature

$0

$500

$0

Part A and Part B
benefits (out-of-pocket
maximums), except those
noted separately below

$5,500 $5,000

$4,000 $3,700 $5,000

$4,000

Durable Medical
Equipment (DME) and
Prosthetic and Orthotic
devices (P&O) (out-of-
pocket maximum)

$1,000

Note: The DME out-of-pocket maximum is included within the in-network out-

of-pocket maximum (above).

Worldwide coverage —
urgent and emergency
care

$50,000 lifetime maximum for emergency care outside the U.S. (includes $250
deductible and 20% coinsurance)

Note: All in-network cost share applies to the in-network out of pocket (OOP) maximum. The in-
network OOP maximum is mutually exclusive from the out-of-network OOP maximum amount. All out-
of-network cost share applies to the out-of-network out of pocket (OOP) maximum. The out-of-network
OOP maximum is mutually exclusive from the in-network OOP maximum amount.

* Exceptions: There is no limit on cost-sharing for the following services: preventive dental, eye exams, and
hearing exams. For members who have elected the hospice benefit, any Medicare cost-sharing amounts

resulting from Medicare's payment of services that are not related to the terminal condition do not contribute to
in- or out-of-network out-of-pocket maximums.
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Medical Benefits Chart

Services that are
covered for you

Inpatient Care

Vitality

What you must pay when you get these services

Signature

Assure

Inpatient hospital care*
Covered services include:

Semi-private room (or a
private room if medically
necessary)

Meals including special
diets

Regular nursing services

Costs of special care
units (such as intensive
care or coronary care
units)

Drugs and medications
Lab tests

X-rays and other
radiology services

Necessary surgical and
medical supplies

Use of appliances, such
as wheelchairs

Operating and recovery
room costs

Physical, occupational,
and speech language
therapy

Inpatient substance
abuse services*

Under certain conditions,
the following types of
transplants are covered:
corneal, kidney, kidney-
pancreatic, heart, liver,
lung, heart/lung, bone
marrow, stem cell, and
intestinal/multivisceral. If

you need a transplant, we

will arrange to have your

Plan covers 90 days
each benefit period.

A “benefit period” starts
the day you go into a
hospital or skilled
nursing facility. It ends
when you go for 60
days in row without
hospital or skilled
nursing care. No prior
hospital stay is
required.

In addition to the 90
days per benefit period,
you receive 425
lifetime reserve days.

For Medicare-covered
hospital stays:

In-network:

Days 1-7: $205 copay
per day

Days 8-90: $0 copay
per day

$0 copay for lifetime
reserve days.

Except in an
emergency, your
doctor must tell the
plan that you are
going to be admitted
to the hospital.

Additional cost share
may apply for
professional services

Out-of-network:
25% of the approved
amount for each
Medicare-covered
hospital stay after
deductible.

Plan covers 90 days
each benefit period.

A “benefit period” starts
the day you go into a
hospital or skilled
nursing facility. It ends
when you go for 60
days in row without
hospital or skilled
nursing care. No prior
hospital stay is
required.

In addition to the 90
days per benefit period,
you receive 425
lifetime reserve days.

For Medicare-covered
hospital stays:

In-network:

Days 1-5: $160 copay
per day

Days 6-90: $0 copay
per day

$0 copay for lifetime
reserve days.

Except in an
emergency, your
doctor must tell the
plan that you are
going to be admitted
to the hospital.

Additional cost share
may apply for
professional services

Out-of-network:
40% of the approved
amount for each
Medicare-covered
hospital stay after
deductible.

Plan covers 90 days
each benefit period.

A “benefit period” starts
the day you go into a
hospital or skilled
nursing facility. It ends
when you go for 60
days in row without
hospital or skilled
nursing care. No prior
hospital stay is
required.

In addition to the 90
days per benefit period,
you receive 425
lifetime reserve days.

For Medicare-covered
hospital stays:

In-network:

Days 1-5: $90 copay
per day

Days 6-90: $0 copay
per day

$0 copay for lifetime
reserve days.

Except in an
emergency, your
doctor must tell the
plan that you are
going to be admitted
to the hospital.

Additional cost share
may apply for
professional services

Out-of-network:
30% of the approved
amount for each
Medicare-covered
hospital stay after
deductible.
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Services that are
covered for you

case reviewed by a
Medicare-approved
transplant center that will
decide whether you are a
candidate for a
transplant. If Medicare
Plus Blue provides
transplant services at a
distant location (farther
away than the normal
community patterns of
care) and you chose to
obtain transplants at this
distant location, we will
arrange or pay for
appropriate lodging and
transportation costs for
you and a companion.

e Blood - including storage
and administration.
Coverage of whole blood
and packed red cells
begins only with the
fourth pint of blood that
you need - you pay for
the first 3 pints of
unreplaced blood. All
other components of
blood are covered
beginning with the first
pint used.

*Inpatient substance abuse
health services rendered by
plan providers will require prior
certification. Your plan
provider will arrange for this
authorization. If treatment or
service is denied, you will
receive a written explanation
of the reason, your right to
appeal the denial, and the
appeal process. You will not
be held responsible for the
charge if the denial is due to a
lack of prior certification.

What you must pay when you get these services

Vitality Signature Assure
Additional cost share Additional cost share Additional cost share
may apply for may apply for may apply for

professional services

If you get authorized
inpatient care at an
out-of-network hospital
after your emergency
condition is stabilized
your cost is the highest
cost-sharing you would
pay at a network
hospital.

professional services

If you get authorized
inpatient care at an
out-of-network hospital
after your emergency
condition is stabilized
your cost is the highest
cost-sharing you would
pay at a network
hospital.

professional services

If you get authorized
inpatient care at an
out-of-network hospital
after your emergency
condition is stabilized
your cost is the highest
cost-sharing you would
pay at a network
hospital.
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Services that are
covered for you

Note: To be an inpatient,
your provider must write an
order to admit you to the
hospital. Even if you stay in
the hospital overnight, you
might still be considered an
“outpatient.” If you are not
sure if you are an inpatient,
you should ask the hospital
staff.

You can also find more
information in a Medicare
fact sheet called “Are You a
Hospital Inpatient or
Outpatient? If You Have
Medicare — Ask!” This fact
sheet is available on the Web
at
http://www.medicare.gov/Pub
lications/Pubs/pdf/11435.pdf
or by calling
1-800-MEDICARE
(1-800-633-4227). TTY users
call 1-877-486-2048. You
can call these numbers for
free, 24 hours a day, 7 days
a week.

Vitality

Signature

Assure

What you must pay when you get these services

Inpatient mental health
care*

Covered services include
mental health care services
that require a hospital stay.

*Inpatient mental
health/behavioral health
services rendered by plan
providers will require prior
certification. Your plan
provider will arrange for this
authorization. If treatment or
service is denied, you will
receive a written explanation
of the reason, your right to
appeal the denial, and the
appeal process. You will not
be held responsible for the
charge if the denial is due to a

A “benefit period” starts
the day you go into a
hospital or skilled
nursing facility. It ends
when you go for 60
days in row without
hospital or skilled
nursing care. No prior
hospital stay is
required.

For Medicare-covered
hospital stays:

In-network:

Days 1-7: $205 copay
per day

Days 8-90: $0 copay
per day

$0 copay for lifetime

A “benefit period” starts
the day you go into a
hospital or skilled
nursing facility. It ends
when you go for 60
days in row without
hospital or skilled
nursing care. No prior
hospital stay is
required.

For Medicare-covered
hospital stays:

In-network:

Days 1-5: $160 copay
per day

Days 6-90: $0 copay
per day

$0 copay for lifetime

A “benefit period” starts
the day you go into a
hospital or skilled
nursing facility. It ends
when you go for 60
days in row without
hospital or skilled
nursing care. No prior
hospital stay is
required.

For Medicare-covered
hospital stays:

In-network:

Days 1-5: $90 copay
per day
Days 6-90: $0 copay
per day

$0 copay for lifetime
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Services that are
covered for you

lack of prior certification.

Vitality

What you must pay when you get these services

Signature

Assure

reserve days.

Additional cost share
may apply for
professional services.

Contact the plan for
details about coverage
in a psychiatric hospital
beyond 190 days.

Out-of-network:
40% of the approved
amount for each
Medicare-covered
hospital stay after
deductible.

Additional cost share
may apply for
professional services.

reserve days.

Additional cost share
may apply for
professional services.

Contact the plan for
details about coverage
in a psychiatric hospital
beyond 190 days.

Out-of-network:
40% of the approved
amount for each
Medicare-covered
hospital stay after
deductible.

Additional cost share
may apply for
professional services.

reserve days.

Additional cost share
may apply for
professional services.

Contact the plan for
details about coverage
in a psychiatric hospital
beyond 190 days.

Out-of-network:
30% of the approved
amount for each
Medicare-covered
hospital stay.

Additional cost share
may apply for
professional services.

Skilled nursing facility
(SNF) care*

(For a definition of “skilled
nursing facility care,” see
Chapter 12 of this booklet.

Skilled nursing facilities are

sometimes called “SNFs.”)

Plan covers up to 100 days

each benefit period.
Covered services include:

Semiprivate room (or a

private room if medically

necessary)

Meals, including special

diets

Regular nursing services

Physical therapy,

occupational therapy, and

speech therapy

Drugs administered to
you as part of your plan
of care (This includes
substances that are

A “benefit period” starts
the day you go into a
hospital or skilled
nursing facility. It ends
when you go for 60
days in row without
hospital or skilled
nursing care. No prior
hospital stay is
required.

For Medicare-covered
SNF stays:

In-network:

Days 1-20: $0 copay
per day

Days 21-100: $130
copay per day

Additional cost share
may apply for
professional services.

A “benefit period” starts
the day you go into a
hospital or skilled
nursing facility. It ends
when you go for 60
days in row without
hospital or skilled
nursing care. No prior
hospital stay is
required.

For Medicare-covered
SNF stays:

In-network:

Days 1-20: $0 copay
per day

Days 21-100: $130
copay per day

Additional cost share
may apply for
professional services.

A “benefit period” starts
the day you go into a
hospital or skilled
nursing facility. It ends
when you go for 60
days in row without
hospital or skilled
nursing care. No prior
hospital stay is
required.

For Medicare-covered
SNF stays:

In-network:

Days 1-20: $0 copay
per day

Days 21-100: $130
copay per day

Additional cost share
may apply for
professional services.
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What you must pay when you get these services

Services that are
covered for you

Vitality Signature Assure
naturally present in the Out-of-network: Out-of-network: Out-of-network:
body, such as blood 40% of the approved 40% of the approved 30% of the approved
clotting factors.) amount for each amount for each amount for each

Medicare-covered SNF | Medicare-covered SNF | Medicare-covered SNF
e Blood - including storage | stay after deductible. stay after deductible. stay.

and administration.
Coverage of whole blood | Additional cost share Additional cost share Additional cost share
and packed red cells may apply for may apply for may apply for
begins only with the professional services professional services professional services
fourth pint of blood that
you need - you pay for
the first 3 pints of
unreplaced blood. All
other components of
blood are covered
beginning with the first
pint used.

¢ Medical and surgical
supplies ordinarily
provided by SNFs

e Laboratory tests ordinarily
provided by SNFs

e X-rays and other
radiology services
ordinarily provided by
SNFs

o Use of appliances such
as wheelchairs ordinarily
provided by SNFs

e Physician services

Generally, you will get your
SNF care from plan facilities.
However, under certain
conditions listed below, you
may be able to pay in-
network cost-sharing for a
facility that isn’t a plan
provider, if the facility
accepts our plan’s amounts
for payment.

e A nursing home or
continuing care
retirement community
where you were living
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Services that are
covered for you

right before you went to
the hospital (as long as it
provides skilled nursing
facility care).

e A SNF where your
spouse is living at the
time you leave the
hospital.

*Skilled nursing facility care
rendered by plan providers
will require prior certification.
Your plan provider will
arrange for this authorization.
If treatment or service is
denied, you will receive a
written explanation of the
reason, your right to appeal
the denial, and the appeal
process. You will not be held
responsible for the charge if
the denial is due to a lack of
prior certification.

Vitality

Signature

Assure

What you must pay when you get these services

Inpatient services
covered during a non-
covered inpatient stay

As described above, the plan
covers up to 90 days per
benefit period for inpatient
hospital care and up to 100
days per benefit period for
skilled nursing facility (SNF)
care. Once you have reached
these coverage limits, the plan
will no longer cover your stay
in the hospital or SNF.
However, we will cover certain
types of services that you
receive while you are still in
the hospital or the SNF.

If you have exhausted your
inpatient benefits or if the
inpatient stay is not
reasonable and necessary,
we will not cover your
inpatient stay. However, in
some cases, we will cover
certain services you receive

In-network:

$0 copay when
Medicare-covered
services are rendered
inpatient.

Additional cost share
may apply for
professional services.

Out-of-network:
25% of the approved
amount, after
deductible, when
Medicare-covered
services are rendered
inpatient.

Additional cost share
may apply for
professional services.

In-network:

$0 copay when
Medicare-covered
services are rendered
inpatient.

Additional cost share
may apply for
professional services.

Out-of-network:
40% of the approved
amount, after
deductible, when
Medicare-covered
services are rendered
inpatient.

Additional cost share
may apply for
professional services.

In-network:

$0 copay when
Medicare-covered
services are rendered
inpatient.

Additional cost share
may apply for
professional services.

Out-of-network:
30% of the approved
amount when
Medicare-covered
services are rendered
inpatient.

Additional cost share
may apply for
professional services.
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Services that are
covered for you

while you are in the hospital
or the skilled nursing facility
(SNF) stay. Covered services
include, but are not limited to:

e Physician services

e Diagnostic tests (like lab
tests)

e X-ray, radium, and
isotope therapy including
technician materials and
services

e Surgical dressings

e Splints, casts and other
devices used to reduce
fractures and dislocations

e Prosthetics and orthotics
devices (other than
dental) that replace all or
part of an internal body
organ (including
contiguous tissue), or all
or part of the function of a
permanently inoperative
or malfunctioning internal
body organ, including
replacement or repairs of
such devices

e Leg, arm, back, and neck
braces; trusses, and
artificial legs, arms, and
eyes including
adjustments, repairs, and
replacements required
because of breakage,
wear, loss, or a change in
the patient’s physical
condition

e Physical therapy, speech
therapy, and occupational
therapy

Vitality

What you must pay when you get these services

Signature

Assure

Home health agency care
Covered services include:

In-network:
$0 copay for Medicare-
covered home health

In-network:
$0 copay for Medicare-
covered home health

In-network:
$0 copay for Medicare-
covered home health
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What you must pay when you get these services

Services that are ~_What you must pay when you get inese services |
covered for you Vitality Signature Assure

e Part-time or intermittent visits. visits. visits.
skilled nursing and home | Out-of-network: Out-of-network: Out-of-network:
health aide services (To 40% of the approved 40% of the approved 30% of the approved
be covered under the amount for Medicare- | amount for Medicare- | amount for Medicare-
home health care benefit, | covered home health covered home health covered home health

your skilled nursing and visits. visits. visits.
home health aide
services combined must
total fewer than 8 hours
per day and 35 hours per
week)

e Physical therapy,
occupational therapy, and
speech therapy

¢ Medical and social
services

e Medical equipment and
supplies

Hospice care When you enroll in a Medicare-certified hospice program, your hospice
You may receive care from services and your Original Medicare services are paid for by Original
any Medicare-certified Medicare, not Medicare Plus Blue PPO. However, you can obtain non-
hospice program. Your hospice related services through Medicare Plus Blue PPO plan
hospice doctor can be a providers using Medicare Plus Blue PPO cost shares. If Original
network provider or an out- Medicare pays for non-hospice related services you will be charged
of-network provider. Original Medicare’s cost-shares, except in emergency or urgent care

Original Medicare (rather situations.

than our plan) will pay for Note: In emergency and urgency care situations all applicable Medicare
your hospice services and Plus Blue PPO cost shares will apply.
any Part A and Part B

services related to your
terminal condition. While you
are in the hospice program,
your hospice provider will bill
Original Medicare for the
services that Original
Medicare pays for.

Covered services include:

e Drugs for symptom
control and pain relief

e Short-term respite care
e Home care

You are still a member of our
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Services that are
covered for you

Vitality

What you must pay when you get these services

Signature

Assure

plan. If you need non-
hospice care (care that is not
related to your terminal
condition), you have two
options:

e You can obtain your non-
hospice care from plan
providers. In this case,
you only pay plan allowed
cost-sharing

e --or-- You can get your
care covered by Original
Medicare. In this case,
you must pay the cost-
sharing amounts under
Original Medicare, except
for emergency or urgently
needed care. However,
after payment, you can
ask us to pay you back
for the difference
between the cost-sharing
in our plan and the cost-
sharing under Original
Medicare.

Note: If you need non-
hospice care (care that is not
related to your terminal
condition), you should
contact us to arrange the
services. Getting your non-
hospice care through our
network providers will lower
your share of the costs for
the services.

Original Medicare covers
hospice consultation services
(one time only) for a
terminally ill person who
hasn’t elected the hospice
benefit.

Outpatient Services

Physician services,
including doctor’s office
visits

In-network:
$25 copay for each
primary care doctor

In-network:

$25 copay for each
primary care doctor

In-network:

$15 copay for each
primary care doctor
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Services that are
covered for you

Covered services include:

Medically-necessary
medical or surgical
services furnished in a
physician’s office,
certified ambulatory
surgical center, hospital
outpatient department, or
any other location

Consultation, diagnosis,
and treatment by a
specialist

Basic hearing and
balance exams
performed by your PCP
or specialist, if your
doctor orders it to see if
you need medical
treatment.

Telehealth office visits
including consultation,
diagnosis and treatment
by a specialist

Second opinion by
another network provider
prior to surgery

Non-routine dental care
(covered services are
limited to surgery of the
jaw or related structures,
setting fractures of the
jaw or facial bones,
extraction of teeth to
prepare the jaw for
radiation treatments of
neoplastic cancer
disease, or services that
would be covered when
provided by a physician)

One routine physical
exam per year.

Vitality

Signature

Assure

What you must pay when you get these services

visit for Medicare-
covered benefits.

$45 copay for each
specialist visit for
Medicare-covered
benefits.

(Primary care doctors
include: general
practitioners, internists,
family practice
physicians, physician
assistants, nurse
practitioners, and
pediatricians.)

$25 copay for annual
routine physical exam
performed by a primary
care physician.

$45 copay for annual
routine physical exam
performed by a
specialist.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.

Out-of-network:

40% of the approved
amount for each
Medicare-covered
primary care doctor or
specialist visit after
deductible.

40% of the approved
amount for annual
routine physical exam
after deductible.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.

visit for Medicare-
covered benefits.

$40 copay for each
specialist visit for
Medicare-covered
benefits.

(Primary care doctors
include: general
practitioners, internists,
family practice
physicians, physician
assistants, nurse
practitioners, and
pediatricians.)

$25 copay for annual
routine physical exam
performed by a primary
care physician.

$40 copay for annual
routine physical exam
performed by a
specialist.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.

Out-of-network:

40% of the approved
amount for each
Medicare-covered
primary care doctor or
specialist visit after
deductible.

40% of the approved
amount for annual
routine physical exam
after deductible.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.

visit for Medicare-
covered benefits.

$35 copay for each
specialist visit for
Medicare-covered
benefits.

(Primary care doctors
include: general
practitioners, internists,
family practice
physicians, physician
assistants, nurse
practitioners, and
pediatricians.)

$15 copay for annual
routine physical exam
performed by a primary
care physician.

$35 copay for annual
routine physical exam
performed by a
specialist.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.

Out-of-network:

30% of the approved
amount for each
Medicare-covered
primary care doctor or
specialist visit.

30% of the approved
amount for annual
routine physical exam.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.
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Services that are
covered for you

Vitality

Signature

Assure

What you must pay when you get these services

Outpatient hospital
services®

We cover medically-
necessary services you get
in the outpatient department
of a hospital for diagnosis or
treatment of an illness or
injury.

Covered services include:

e Services in an emergency
department or outpatient
clinic, including same-day
surgery

e Laboratory tests billed by
the hospital

e Mental health care,
including care in a partial-
hospitalization program, if
a doctor certifies that
inpatient treatment would
be required without it*

e X-rays and other
radiology services billed
by the hospital

e Medical supplies such as
splints and casts

e Certain screenings and
preventive services

e Certain drugs and
biologicals that you can’t
give yourself

Note: Unless the provider
has written an order to admit
you as an inpatient to the
hospital, you are an
outpatient and pay the cost-
sharing amounts for
outpatient hospital services.
Even if you stay in the
hospital overnight, you might
still be considered an
“outpatient.” If you are not

In-network:

$175 copay for
outpatient surgical
services performed in a
hospital-based
outpatient setting.

$125 copay per visit for
all other Medicare-
covered non-surgical
services performed in a
hospital-based
outpatient setting.

Additional cost share
may apply for
professional services.

Out-of-network:
40% coinsurance for
surgical and non
surgical services
performed in an
outpatient hospital-
based outpatient
setting.

40% of the approved
amount for Medicare-
covered individual or
group therapy visit after
deductible.

Additional cost share
may apply for
professional services.

In-network:

$150 copay per visit for
outpatient surgical
services performed in a
hospital-based
outpatient setting.

$100 copay per visit for
all other Medicare-
covered non-surgical
services performed in a
hospital-based
outpatient setting.

Additional cost share
may apply for
professional services.

Out-of-network:
40% coinsurance for
surgical and non
surgical services
performed in an
outpatient hospital-
based outpatient
setting.

40% of the approved
amount for Medicare-
covered individual or
group therapy visit after
deductible.

Additional cost share
may apply for
professional services.

In-network:

$100 copay per visit for
outpatient surgical
services performed in a
hospital-based
outpatient setting.

$75 copay per visit for
all other Medicare-
covered non-surgical
services performed in a
hospital-based
outpatient setting.

Additional cost share
may apply for
professional services.

Out-of-network:
30% coinsurance for
surgical and non
surgical services
performed in an
outpatient hospital-
based outpatient
setting.

30% of the approved
amount for Medicare-
covered individual or
group therapy visit.

Additional cost share
may apply for
professional services.
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Services that are
covered for you

sure if you are an outpatient,
you should ask the hospital
staff.

*Outpatient mental
health/behavioral health
services rendered by plan
providers may require prior
certification. Your plan
provider will arrange for this
authorization. If treatment or
service is denied, you will
receive a written explanation
of the reason, your right to
appeal the denial, and the
appeal process. You will not
be held responsible for the
charge if the denial is due to a
lack of prior certification.

You can also find more
information in a Medicare
fact sheet called “Are You a
Hospital Inpatient or
Outpatient? If You Have
Medicare — Ask!” This fact
sheet is available on the Web
at
http://www.medicare.gov/Pub
lications/Pubs/pdf/11435.pdf
or by calling
1-800-MEDICARE
(1-800-633-4227). TTY users
call 1-877-486-2048. You
can call these numbers for
free, 24 hours a day, 7 days
a week.

Vitality

What you must pay when you get these services

Signature

Assure

Chiropractic services
Covered services include:

e We cover only manual
manipulation of the spine
to correct subluxation

In-network:
$20 for each Medicare-
covered service.

Out-of-network:
40% of the approved
amount for each
Medicare-covered
service after

In-network:
$20 for each Medicare-
covered service.

Out-of-network:
40% of the approved
amount for each
Medicare-covered
service after

In-network:

$20 for each Medicare-
covered service.

Out-of-network:

30% of the approved
amount for each
Medicare-covered
service.

deductible. deductible.
Podiatry services In-network: In-network: In-network:
Covered services include: $45 copay for each $40 copay for each $35 copay for each

Medicare-covered

Medicare-covered

Medicare-covered
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Services that are
covered for you

e Treatment of injuries and
diseases of the feet (such
as hammer toe or heel
spurs).

¢ Routine foot care for
members with certain
medical conditions
affecting the lower limbs

Vitality

What you must pay when you get these services

Signature

Assure

service.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.

Out-of-network:
40% of the approved
amount for each
Medicare-covered
service after
deductible.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.

service.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.

Out-of-network:
40% of the approved
amount for each
Medicare-covered
service after
deductible.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.

service.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.

Out-of-network:
30% of the approved
amount for each
Medicare-covered
service.

If you are billed by the
hospital, hospital-
based outpatient cost-
share will apply.

Outpatient mental health
care*
Covered services include:

Mental health services
provided by a doctor, clinical
psychologist, clinical social
worker, clinical nurse
specialist, nurse practitioner,
physician assistant, or other
Medicare-qualified mental
health care professional as
allowed under applicable
state laws.

* Qutpatient mental/behavioral
health services rendered by
plan providers will require prior
certification. Your plan
provider will arrange for this
authorization. If treatment or
service is denied, you will
receive a written explanation
of the reason, your right to
appeal the denial, and the
appeal process. You will not
be held responsible for the
charge if the denial is due to a
lack of prior certification.

In-network:

$40 copay for each
Medicare-covered
individual or group
therapy visit.

Out-of-network:

40% of the approved
amount for Medicare-
covered individual or
group therapy visit after
deductible.

In-network:

$40 copay for each
Medicare-covered
individual or group
therapy visit.

Out-of-network:

40% of the approved
amount for Medicare-
covered individual or
group therapy visit after
deductible.

In-network:

$35 copay for each
Medicare-covered
individual or group
therapy visit.

Out-of-network:
30% of the approved
amount for Medicare-
covered individual or
group therapy visit.
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Services that are
covered for you

What you must pay when you get these services

Vitality Signature Assure
Partial hospitalization In-network: In-network: In-network:
services* $45 copay per day for | $40 copay per day for | $35 copay per day for

“Partial hospitalization” is a
structured program of active
psychiatric treatment
provided in a hospital
outpatient setting or by a
community mental health
center, that is more intense
than the care received in
your doctor’s or therapist’s
office and is an alternative to
inpatient hospitalization.

* Partial hospitalization
services rendered by plan
providers will require prior
certification. Your plan
provider will arrange for this
authorization. If treatment or
service is denied, you will
receive a written explanation
of the reason, your right to
appeal the denial, and the
appeal process. You will not
be held responsible for the
charge if the denial is due to a
lack of prior certification.

each Medicare-covered
professional service.

Out-of-network:
40% of the approved
amount for Medicare-
covered benefits after
deductible.

each Medicare-covered
professional service

Out-of-network:
40% of the approved
amount for Medicare-
covered benefits after
deductible.

each Medicare-covered
professional service

Out-of-network:
30% of the approved
amount for Medicare-
covered benefits.

Outpatient substance
abuse services*

* Qutpatient mental/behavioral
health services rendered by
plan providers will require prior
certification. Your plan
provider will arrange for this
authorization. If treatment or
service is denied, you will
receive a written explanation
of the reason, your right to
appeal the denial, and the
appeal process. You will not
be held responsible for the
charge if the denial is due to a
lack of prior certification.

In-network:

$45 copay for each
Medicare-covered
individual or group visit.

Out-of-network:

40% of the approved
amount for each
Medicare-covered
individual or group visit
after deductible.

In-network:

$40 copay for each
Medicare-covered
individual or group visit.

Out-of-network:

40% of the approved
amount for each
Medicare-covered
individual or group visit
after deductible.

In-network:

$35 copay for each
Medicare-covered
individual or group visit.

Out-of-network:

30% of the approved
amount for each
Medicare-covered
individual or group visit.
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Services that are
covered for you

Vitality

What you must pay when you get these services

Signature

Assure

Outpatient surgery,
including services
provided at hospital
outpatient facilities and
ambulatory surgical
centers

Note: If you are having
surgery in a hospital, you
should check with your
provider about whether you
will be an inpatient or
outpatient. Unless the
provider writes an order to
admit you as an inpatient to
the hospital, you are an
outpatient and pay the cost-
sharing amounts for
outpatient surgery. Even if
you stay in the hospital
overnight, you might still be
considered an “outpatient.”

In-network:

$175 copay for
outpatient surgical
services performed in a
hospital-based
outpatient setting.

$100 copay for
Medicare-covered
surgical services
performed in an
ambulatory surgical
center.

$125 copay for
Medicare-covered non-
surgical services
performed in a
hospital-based
outpatient setting.

$75 copay for
Medicare-covered non-
surgical services
performed in an
ambulatory surgical
center.

$150 copay for
Medicare covered high
tech X-rays and
radiology services
performed in a
hospital-based
outpatient setting.

Out-of-network:
40% of the approved
amount for Medicare-
covered non-surgical
and surgical services
after deductible.

In-network:

$150 copay for
Medicare-covered
surgical services
performed in a
hospital-based
outpatient setting.

$75 copay for
Medicare-covered
surgical services
performed in an
ambulatory surgical
center.

$100 copay for
Medicare-covered non-
surgical services
performed in a
hospital-based
outpatient setting.

$50 copay for
Medicare-covered non-
surgical services
performed in an
ambulatory surgical
center.

$100 copay for
Medicare covered high
tech X-rays and
radiology services
performed in a
hospital-based
outpatient setting

Out-of-network:
40% of the approved
amount for Medicare-
covered non-surgical
and surgical services
after deductible.

In-network:

$100 copay for
Medicare-covered
surgical services
performed in a
hospital-based
outpatient setting.

$50 copay for
Medicare-covered
outpatient surgical
services performed in
an ambulatory surgical
center.

$75 copay for
Medicare-covered non-
surgical services
performed in a
hospital-based
outpatient setting.

$40 copay for
Medicare-covered non-
surgical services
performed in an
ambulatory surgical
center.

$75 copay for Medicare
covered high tech X-
rays and radiology
services performed in a
hospital-based
outpatient setting

Out-of-network:

30% of the approved
amount for Medicare-
covered non-surgical
and surgical services.

Ambulance services

e Covered ambulance
services include fixed
wing, rotary wing, and

In-network:

$50 copay (each way)
for Medicare-covered
emergency and non-
emergency ambulance

In-network:

$50 copay (each way)
for Medicare-covered
emergency and non-
emergency ambulance

In-network:

$50 copay (each way)
for Medicare-covered
emergency and non-
emergency ambulance
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Services that are
covered for you

ground ambulance
services, to the nearest
appropriate facility that
can provide care only if
they are furnished to a
member whose medical
condition is such that
other means of
transportation are
contraindicated (could
endanger the person’s
health) or if authorized by
the plan. The member’s
condition must require
both the ambulance
transportation itself and
the level of service
provided in order for the
billed service to be
considered medically
necessary.

e Non-emergency
transportation by
ambulance is appropriate
if it is documented that
the member’s condition is
such that other means of
transportation are
contraindicated (could
endanger the person’s
health) and that
transportation by
ambulance is medically
required.

What you must pay when you get these services

Vitality Signature Assure
transportation. transportation. transportation.
Out-of-network: Out-of-network: Out-of-network:

$50 copay (each way) | $50 copay (each way) | $50 copay (each way)
for Medicare-covered for Medicare-covered for Medicare-covered
emergency ambulance | emergency ambulance | emergency ambulance
transportation. transportation. transportation.

40% coinsurance (each | 40% coinsurance (each | 30% coinsurance (each

way) for Medicare- way) for Medicare- way) for Medicare-
covered non- covered non- covered non-
emergency ambulance | emergency ambulance | emergency ambulance
transportation after transportation after transportation.
deductible. deductible.

Emergency care
Emergency care is care that
is needed to evaluate or
stabilize an emergency
medical condition.

A medical emergency is
when you, or any other
prudent layperson with an
average knowledge of health
and medicine, believe that
you have medical symptoms
that require immediate
medical attention to prevent

Within the U.S.:
$65 copay for Medicare-covered emergency room visits.

The copay is waived if you are admitted to the hospital within three days for
the same condition.

If you receive emergency care at an out-of-network hospital and need
inpatient care after your emergency condition is stabilized, you must move
to a network hospital in order to pay the in-network cost-sharing amount for
the part of your stay after you are stabilized. If you stay at the out-of-
network hospital, your stay will be covered but you will pay the out-of-
network cost-sharing amount for the part of your stay after you are
stabilized.
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Services that are
covered for you

loss of life, loss of a limb, or
loss of function of a limb. The
medical symptoms may be
an iliness, injury, severe
pain, or a medical condition
that is quickly getting worse.

Vitality

Signature

Assure

What you must pay when you get these services

Outside the U.S.:

the provider’s charge.

20% of the approved amount after $250 deductible.

A $50,000 lifetime limit for emergency and urgent care services received
outside the U.S. applies.

You are responsible for the difference between the approved amount and

Urgently needed care
Urgently needed care is care
provided to treat a non-
emergency, unforeseen
medical illness, injury, or
condition, that requires
immediate medical care, but
the plan’s network of
providers is temporarily
unavailable or inaccessible.

Within the U.S.
In-network:

$35 copay for
Medicare-covered
urgent care visits.

Out-of-network:
$35 copay, after
deductible, for
Medicare-covered
urgent care visits.

Outside the U.S.:
20% coinsurance after
$250 deductible.

A $50,000 lifetime limit
for emergency and
urgent care services
received outside the
U.S. applies.

You are responsible for
the difference between
the approved amount
and the provider’s
charge.

Within the U.S.
In-network:

$30 copay for
Medicare-covered
urgent care visits.

Out-of-network:
$30 copay, after
deductible, for
Medicare-covered
urgent care visits.

Outside the U.S.:
20% coinsurance after
$250 deductible.

A $50,000 lifetime limit
for emergency and
urgent care services
received outside the
U.S. applies.

You are responsible for
the difference between
the approved amount
and the provider’s
charge.

Within the U.S.
In-network:

$30 copay for
Medicare-covered
urgent care visits.

Out-of-network:
$30 copay for
Medicare-covered
urgent care visits.

Outside the U.S.:
20% coinsurance after
$250 deductible.

A $50,000 lifetime limit
for emergency and
urgent care services
received outside the
U.S. applies.

You are responsible for
the difference between
the approved amount
and the provider’s
charge.

Outpatient rehabilitation
services

Covered services include:
physical therapy,
occupational therapy, and
speech language therapy.

Outpatient rehabilitation
services are provided in
various outpatient settings,
such as hospital outpatient
departments, independent
therapist offices, and

In-network:

$45 copay for each
Medicare-covered
occupational therapy
visit.

$45 copay for each
Medicare-covered
physical and/or
speech/language
therapy visit.

$45 copay for each
Medicare-covered

In-network:

$40 copay for each
Medicare-covered
occupational therapy
visit.

$40 copay for each
Medicare-covered
physical and/or
speech/language
therapy visit.

$40 copay for each
Medicare-covered

In-network:

$35 copay for each
Medicare-covered
occupational therapy
visit.

$35 copay for each
Medicare-covered
physical and/or
speech/language
therapy visit.

$35 copay for each
Medicare-covered
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Services that are
covered for you

Comprehensi